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Executive Summary 

 Introduction 

In recent years, the U.S. Department of Health and Human Services has embraced value-based purchasing 

(VBP) as a stratŜƎȅ ŦƻǊ ǘƘŜ aŜŘƛŎŀǊŜ ǇǊƻƎǊŀƳ ǘƻ ŀŎƘƛŜǾŜ ƎǊŜŀǘŜǊ ǾŀƭǳŜ ŦƻǊ ǘƘŜ ƴŀǘƛƻƴΩǎ ƘŜŀƭǘƘ ŘƻƭƭŀǊΣ ŀǎ 

measured by quality outcomes and cost of care. While definitions of VBP vary, the general policy 

objectives are to move away from fee-for-service payments, to pay for health care quality versus quantity 

of services provided, and to incentivize the provision of person-centered, coordinated care. Under these 

policies, providers1 that participate in Medicare are held financially accountable for both the cost and 

quality of health care services. While strong incentives for achieving VBP objectives are critical, it is also 

important to apply such incentives fairlyτthat is, to recognize when these incentives place certain 

providers at a relative disadvantage. In this regard, there has been considerable discussion on whether 

VBP programs should account for differences in populations between providers and, in particular, 

whether programs should account for beneficiaries with social risk factorsτpeople for whom factors such 

as income, housing, social support, transportation, and nutrition might adversely affect access to health 

services or desired health outcomes.1-7 The ongoing transition to VBP has been accompanied by growing 

ǊŜŎƻƎƴƛǘƛƻƴ ǘƘŀǘ ǘƻ ŀŎƘƛŜǾŜ ±.tΩǎ ƻōƧŜŎǘƛǾŜǎΣ ǘƘŜ ƴŀǘƛƻƴΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ Ƴǳǎǘ ŘǊŀǿ ǳǇƻƴ 

social and community services to address social risk factors.8,9 These services most often are provided by 

networks of non-profit community-based organizations that have long-standing, trusted relationships 

across the nation, in both rural and urban communities. 

This Report will explore emerging trends among providers who are addressing social risk factors in part 

by developing linkages with social service and other community-based organizations. 

Congress responded to the need to develop high-quality evidence to guide policy decisions about the role 

of social risk in VBP in part by calling for this Report. Section 2(d) of the Improving Medicare Post-Acute 

Care Transformation (IMPACT) Act of 2014 (P.L. 113-183) called for the Secretary of Health and Human 

Services (HHS), acting through the Office of the Assistant Secretary for Planning and Evaluation (ASPE), to 

ŎƻƴŘǳŎǘ ŀ ǎǘǳŘȅ ŜǾŀƭǳŀǘƛƴƎ ǘƘŜ ŜŦŦŜŎǘ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎΩ ǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎ ό{9{ύ ƻƴ ǉǳŀƭƛǘȅ ƳŜŀǎǳǊŜǎ ŀƴd 

measures of resource use under the Medicare program. The statute requires four components: 

¶ άStudy AΣέ2 which focused on SES information currently available in Medicare data, and Medicaid 

eligibility and urban-versus-rural location.3 Study A introduced the broader concept of social risk 

factors to replace SES and was submitted as a Report to Congress in December 2016.  

                                                            
1 Note that in this Report the teǊƳ άǇǊƻǾƛŘŜǊǎέ ƛǎ ǳǎŜŘ ǘƻ ƛƴŘƛŎŀǘŜ ǇƘȅǎƛŎƛŀƴǎΣ ƘƻǎǇƛǘŀƭǎΣ Řƛŀƭȅǎƛǎ ŦŀŎƛƭƛǘƛŜǎΣ ƴǳǊǎƛƴƎ 
facilities, Medicare Advantage contracts, etc. 
2 ¢ƘŜ ǘŜǊƳ ά{ǘǳŘȅ !έ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŜ ǎǘŀǘǳǘƻǊȅ ƳŀƴŘŀǘŜ ƛƴ section 2(d)(1)(A) of the Improving Medicare Post-Acute 
Care Transformation (IMPACT) Act of 2014. 
3 Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Section 2(d)(1)(A) 
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¶ άStudy BΣέ ǿƘƛŎƘ expands the analyses by using non-Medicare datasets to examine the impact of 

risk factors on quality resource use, and other measures, is the subject of this Report.4 Study B 

was due to the Congress in October 2019. 

¶ An examination of non-Medicare data sources to inform and contextualize Studies A and B 

focusing on data availability and use.5 The National Academies of Science, Engineering, and 

Medicine (NASEM) prepared a set of five reports commissioned by ASPE and released in 2017 on 

this topic. This Report builds on and extends the NASEM data work.  

¶ Recommendations by the Secretary on 1) how CMS should obtain access to the necessary data on 

SES (if the data is not already being collected) and how to address barriers to access to the data, 

and 2) how CMS should account for SES in quality, resource use, and other measures and in 

payment adjustments based on those measures, if Studies A and B find a relationship between 

SES and quality and resource use measures. 

This Report presents the results of Study B and builds on the framework and considerations introduced in 

Study A. This Report addresses three policy questions: 

1. Should some ƻǊ ŀƭƭ ƻŦ aŜŘƛŎŀǊŜΩǎ value-based purchasing programs account for social risk by 

adjusting measures and/or payment based on those measures? 

2. Should HHS routinely collect ƳƻǊŜ ŜȄǘŜƴǎƛǾŜ ŀƴŘ ŘŜǘŀƛƭŜŘ Řŀǘŀ ƻƴ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ social risk factors 

than is currently available? 

3. How can HHS achieve better outcomes for all Medicare beneficiaries by facilitating the ability of 

providers and communities to address social risk factors and integrate health and social services? 

The first two policy questions are guided by CƻƴƎǊŜǎǎΩ ǊŜǉǳŜǎǘ ŦƻǊ {ǘǳŘȅ .Φ ¢ƘŜ ǘƘƛǊŘ ǇƻƭƛŎȅ ǉǳŜǎǘƛƻƴ 

ŦǳǊǘƘŜǊǎ II{Ωǎ Ǝƻŀƭ ǘƻ ƛƳǇǊƻǾŜ ƘŜŀƭǘƘ ƻǳǘcomes for all Medicare beneficiaries. This Report uses both 

Medicare and non-Medicare data sources to address the policy questions. In addition, this Report outlines 

policy options that could potentially address social risk factors, and quantifies the impact of these options 

on providers serving beneficiaries with social risk factors. It also expands on the data findings requested 

by the Congress in Study C. As required by statute, this Report provides evidence and recommendations 

ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ ƛǎǎǳŜ ƻŦ ŀŎŎƻǳƴǘƛƴƎ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ǎǇŜŎƛŦƛŎŀƭƭȅΦ IƻǿŜǾŜǊΣ 

since VBP programs are only one part of the larger goal of providing high-value, person-centered care, it 

also addresses the current state of efforts and future options for more comprehensively addressing and 

integrating social risk factors within the Medicare program and the broader health care system. 

 Main Findings 

Study A laid ƻǳǘ ǘƘǊŜŜ ǎǘǊŀǘŜƎƛŜǎ ŦƻǊ ŀŎŎƻǳƴǘƛƴƎ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ 

all Medicare beneficiaries receive the highest-quality health care services. The findings in this Report 

reinforce the need for such strategies. Proposed solutions that address only the measures or programs 

without considering the broader delivery system and policy context are unlikely to mitigate the full 

                                                            
4 Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Section 2(d)(1)(B) 
5 Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Section 2(d)(1)(C) 
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implications of the relationship between social risk factors and outcomes. VBP programs need to be 

leveraged to enhance access to and provision of high-quality care for beneficiaries with social risk factors.  

The findings in this Report build on those of Study A, particularly the strategies for accounting for social 

Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ όFigure 1.1ύΦ ¢ƘŜ ŦƛǊǎǘ ǎǘǊŀǘŜƎȅΣ άƳŜŀǎǳǊŜ ŀƴŘ ǊŜǇƻǊǘ ǉǳŀƭƛǘȅΣέ ŘŜŀƭǎ ǿƛǘƘ 

ŎƻƭƭŜŎǘƛƴƎ ŀƴŘ ǳǎƛƴƎ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴŦƻǊƳŀǘƛƻƴΦ ¢ƘŜ ǎŜŎƻƴŘ ǎǘǊŀǘŜƎȅΣ άǎŜǘ ƘƛƎƘΣ ŦŀƛǊ ǉǳŀƭƛǘȅ ǎǘŀƴŘŀǊŘǎΣέ ǊŜŦŜǊǎ 

to the use of social risk information in quality and resource use measures and in VBP programs. Finally, 

άǊŜǿŀǊŘ ŀƴŘ ǎǳǇǇƻǊǘ ōŜǘǘŜǊ ƻǳǘŎƻƳŜǎέ ŀŘŘǊŜǎǎŜǎ ǘƘŜ ƴŜŜŘ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ ŘƛǊŜŎǘƭȅΦ 

Figure 1.1. Strategies for Accounting for Social Risk in MeŘƛŎŀǊŜΩǎ ±ŀƭǳŜ-Based Purchasing Programs 

 

Looking across the quantitative and qualitative analyses conducted for this Report, the following three 

main findings emerge. 

A. FINDING 1: Beneficiary social risk information is not routinely or systematically collected across the 

health care system, and there is not always standardized terminology to capture beneficiary social 

risk information. 

A prerequisite to measuring and reporting quality for beneficiaries with social risk factors is knowing 

ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛal needs. A consistent theme found throughout the qualitative research in this Report 

ǿŀǎ ǘƘŜ ƭŀŎƪ ƻŦ ŀǾŀƛƭŀōƭŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ǊƛǎƪΦ /ǳǊǊŜƴǘƭȅΣ ǿƘŜƴ ƛƴŘƛǾƛŘǳŀƭ-level social 
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risk information is collected, it may be recorded using one of the many screening tools available and 

documented in varying locations, including electronic health record (EHR) fields, free text notes, or as 

diagnoses. This lack of standardization in data collection and documentation makes it difficult to share 

data meaningfully between providers, payers, and social service organizations.  

5ŜǎǇƛǘŜ ǘƘŜǎŜ ƭƛƳƛǘŀǘƛƻƴǎΣ ǘƘŜǊŜ ƛǎ ōǊƻŀŘ ƛƴǘŜǊŜǎǘ ƛƴ ƘŀǾƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ǊƛǎƪΦ !ƭƭ ǘƘŜ 

EHR vendors included as case studies in this Report are incorporating social risk information into their 

ǘƻƻƭǎ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ŎƭƛŜƴǘ ŘŜƳŀƴŘΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ ǎǳōƳƛǘǘŜǊǎ ǘƻ !{t9Ωǎ wCL όwŜǉǳŜǎǘ ŦƻǊ LƴŦƻǊƳŀǘƛƻƴύ ƻƴ 

provider and health plan approaches to improving care for Medicare beneficiaries with social risk factors 

discussed the need for standards on social risk data collection to support interoperability. 

B. FINDING 2: After accounting for additional social and functional risk factors, dual-enrollment status 

remains a powerful predictor of poor outcomes on some quality and resource use measures in 

aŜŘƛŎŀǊŜΩǎ VBP programs. Functional status is also a powerful predictor of poor outcomes on some 

measures but is not always included in measure risk adjustment. 

Setting high, fair quality standards for all beneficiaries involves accurately accounting for differences 

between beneficiaries that may affect health outcomes. This Report evaluated additional individual-level 

social risk factors available in the Medicare Current Beneficiary Survey (MCBS): marital status, education, 

language, living alone, income, wealth, and private health insurance. It also included the area-level social 

risk factors of the social capital index and social deprivation index. When each social risk factor was 

evaluated separately, all the individual-level social risk factors were associated with higher spending and 

readmission rates. However, when all of the social risk factors were included together, only a couple were 

still associated with poor outcomes. Dual enrollment in Medicare and Medicaid was associated with both 

higher spending and readmissions, and social relationships (not being married or living alone) was 

associated with higher spending. In the total per capita cost measure (TPCC), dual enrollment was a 

stronger predictor of higher costs than social relationshipsτŎƻƴŦƛǊƳƛƴƎ {ǘǳŘȅ !Ωǎ ŦƛƴŘƛƴƎ ǘƘŀǘ Řǳŀƭ 

enrollment is the most powerful predictor of poor outcomes among the social risk factors evaluated. This 

ŦƛƴŘƛƴƎ Ǉƻƛƴǘǎ ǘƻ ǘƘŜ ƴŜŜŘ ǘƻ ŀǎǎŜǎǎ ƘŜŀƭǘƘ Ŝǉǳƛǘȅ ŀƴŘ ǇǊƻǾƛŘŜ ŀŘŜǉǳŀǘŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǇǊƻǾƛŘŜǊǎΩ 

performance based on who they serve. 

This Report also evaluated the current medical risk-adjustment approaches. It assessed the extent to 

which unmeasured functional risk factors (defined as physical or cognitive impairments that impair 

functioning) may contribute to observed worse outcomes among dually enrolled beneficiaries using both 

claims-based and patient self-reported functional limitations. In most quality and resource use measures 

evaluated, functional risk was associated with both dual-enrollment status and poor outcomes, indicating 

that not accounting for functional risk may increase the observed effect of dual-enrollment status.  

C. FINDING 3: Although many organizations are working to improve equity by addressing social risk, 

which interventions are effective, replicable, and scalable remains unclear due to limited 

evaluation. 

To reward and support better outcomes for beneficiaries with social risk factors, successful strategies 

need to be identified and disseminated. Many organizations are working to improve care for beneficiaries 
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with social risk factors, but some interventions may be more effective than others. Although many 

ǎǳōƳƛǘǘŜǊǎ ǊŜǎǇƻƴŘƛƴƎ ǘƻ !{t9Ωǎ wCL ŘŜǎŎǊƛōŜŘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƻ ƛƳǇǊƻǾŜ ŎŀǊŜ ŦƻǊ ǘƘŜǎŜ ōŜƴŜŦƛŎƛŀǊƛŜǎΣ ŦŜǿ 

of these interventions have been rigorously evaluated. The limited published evidence on the 

effectiveness and return on investment of certain interventions may be a starting point for organizations 

looking for new ways to improve care. However, evaluations of more and different types of interventions 

are still needed, including evidence on whether interventions are effective in different patient 

populations, across a range of organizations, and scaled to larger or smaller groups.  

 Recommendations 

The recommendations included below build on the framework and considerations introduced in Study A 

and the policy questions introduced earlier for this Report. Recommendations are required by Congress 

in the IMPACT Act. 

Policy questions: 

1. Should ǎƻƳŜ ƻǊ ŀƭƭ ƻŦ aŜŘƛŎŀǊŜΩǎ value-based purchasing programs account for social risk by 

adjusting measures and/or payment based on those measures? 

2. Should HHS routinely collect ƳƻǊŜ ŜȄǘŜƴǎƛǾŜ ŀƴŘ ŘŜǘŀƛƭŜŘ Řŀǘŀ ƻƴ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ social risk factors 

than is currently available? 

3. How can HHS achieve better outcomes for all Medicare beneficiaries by facilitating the ability of 

providers and communities to address social risk factors and integrate health and social services? 

As discussed in the emerging areas section (Section 3 of this Report), addressing social risk factors and 

supporting better health outcomes will require connections between every level of the health system and 

the community (Figure 1.2). Providers can screen for social needs and refer beneficiaries to organizations 

to address those needs. Social needs may be better addressed through community collaborations, 

including referral networks and partnerships within and outside the health care system. Payers, including 

health plans and government agencies, can maintain social risk information about beneficiaries and fund 

infrastructure development to address social needs. At each of these levels, value-based care is an 

important tool to align incentives across the health care delivery system to address social needs. 
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Figure 1.2. Approaches for Health Care Systems to Invest in Addressing Social Risk 

 

Adapted from: DƻǘǘƭƛŜō [Σ CƛŎƘǘŜƴōŜǊƎ /Σ !ƭŘŜǊǿƛŎƪ IΣ !ŘƭŜǊ bΦ {ƻŎƛŀƭ 5ŜǘŜǊƳƛƴŀƴǘǎ ƻŦ IŜŀƭǘƘΥ ²ƘŀǘΩǎ ŀ IŜŀƭǘƘŎŀǊŜ {ȅǎǘŜƳ ǘƻ 5ƻΚ 
Journal of Healthcare Management 2019;64:243-57. doi:10.1097/jhm-d-18-00160. 

A. A Comprehensive Strategy to Account for Social Risk ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t tǊƻƎǊŀƳǎ 

!ǎ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ƳŀǘǳǊŜΣ it is important to shift from modifying individual programs to 

adopting and implementing strategies that cut across all programs and health care settings. Quality 

reporting and VBP programs need to work in concert to create aligned incentives that drive providers to 

improve health outcomes for all beneficiaries. Thus, the recommendations in this Report apply to all of 

aŜŘƛŎŀǊŜΩǎ quality reporting and VBP programs to create a comprehensive approach to account for social 

risk. 

The recommendations in this Report build on the three-part strategy for accounting for social risk in 

aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ (Figure 1.1) introduced in Study A. The strategy lays out a comprehensive 

approach to move towards programs that incentivize providers and plans to improve health outcomes by 

rewarding and supporting better outcomes for beneficiaries with social risk factors. This requires 

measuring and reporting quality by social risk (Strategy 1). Support is also needed to reward and support 

better outcomes for all beneficiaries, including those with social risk factors (Strategy 3). These two 

strategies provide support for providers to be held to the same high, fair quality standards for all 

beneficiaries (Strategy 2). As this strategy is realized, VBP and quality programs will need to align 

incentives for providers to improve care for socially at-risk beneficiaries. Rather than adjusting quality 

measures and VBP performance scores for social risk, this strategy focuses on supporting providers in 

addressing social risk (Strategy 3).  
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Although the recommendations are discussed in detail within each of the strategies, they are more likely 

to be successful if the recommendations across the strategies are implemented together as a 

comprehensive approach to addressing social risk in Medicare. For example, the recommendations for 

Strategy 2: Set High, Fair Quality Standards for All Beneficiaries discuss how to account for social risk in 

VBP measures and programs. The recommendations do not support adjusting outcome measures for 

social risk factors, nor do they support using peer groups for VBP performance score calculations. 

However, under the current VBP measures and programs, providers treating more socially at-risk 

beneficiaries may have worse performance and the recommendations for Strategy 2 alone do not address 

this disparity. Therefore, this comprehensive strategy directly addresses the disparity in outcomes by 

providing additional tools and resources to safety-net providers.  

Changing VBP quality measures and performance scores alone, without providing incentives to improve 

health equity or additional tools and resources, is unlikely to improve care for socially at-risk beneficiaries. 

This comprehensive strategy seeks to respond to the third policy question evaluated in this wŜǇƻǊǘΣ άIƻǿ 

can HHS achieve better outcomes for all Medicare beneficiaries by facilitating the ability of providers and 

ŎƻƳƳǳƴƛǘƛŜǎ ǘƻ ŀŘŘǊŜǎǎ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀƴŘ ƛƴǘŜƎǊŀǘŜ ƘŜŀƭǘƘ ŀƴŘ ǎƻŎƛŀƭ ǎŜǊǾƛŎŜǎΚέ 

However, some of the key components needed to make this comprehensive strategy successful are not 

yet available. More work is needed to develop both health equity measures to reward providers for 

improving care for beneficiaries with social needs, as well as VPB payment adjustments and supplemental 

ōŜƴŜŦƛǘǎ ǘƻ ǎǳǇǇƻǊǘ ǇǊƻǾƛŘŜǊǎΩ ŜŦŦƻǊǘǎΦ Thus, the recommendations across the three strategies need to be 

implemented in phases. 

Some of these recommendations could be implemented soon, while others require more development 

before implementation can proceedΦ CƻǊ ŜȄŀƳǇƭŜΣ ŎƘŀƴƎŜǎ ǘƻ ƳŜŀǎǳǊŜǎΩ ƳŜŘƛŎŀƭ Ǌƛǎƪ ŀŘƧǳǎǘment 

methodology (Recommendation 2.1) could be implemented in the near future, as the indicators of 

functional risk assessed in this Report are already available. On the other hand, health equity measures 

or domains (Recommendations 1.3 and 2.2) are not yet readily available, and measure developers and 

endorsement organizations need to build such measures before they can be incorporated into VBP 

programs and replace current transitional approaches such as the categorical adjustment index (CAI). For 

this reason, implementing some of the recommendations in this Report requires more developmental 

work so that the Medicare program can implement a comprehensive approach to addressing social risk. 

Some recommendations can be implemented alone, while others should be implemented together to 

achieve the policy goals described above. For instance, efforts to increase the sharing of social risk data 

across federal agencies and across the health and social service sectors at the local level 

(Recommendation 1.2) can proceed without the need to wait for other recommendations. On the other 

hand, implementing Recommendation 2.5 by removing peer grouping from the Hospital Readmissions 

Reduction Program (HRRP) and the CAI from the Medicare Advantage Star Ratings needs to be 

implemented along with additional actions to help providers achieve high quality outcomes for all 

beneficiaries. The goal of implementing these recommendations together is to hold all providers to the 

same high standards while giving providers additional tools and resources to help achieve these high 

standards. Additionally, this comprehensive approach calls for enhancing risk adjustment methodologies. 
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Without implementing these recommendations together, providers treating more socially at-risk 

beneficiaries would lose the current protections of peer grouping and the CAI. These actions and tools 

could include supplemental benefits and additional payment adjustments to providers (Recommendation 

3.1), a standard risk adjustment framework that includes functional risk adjustment (Recommendation 

2.1), or including health equity measures or domains in VBP programs (Recommendation 2.2). For 

example, it may be appropriate to remove peer grouping from the HRRP once the readmission measures 

use the standard risk adjustment framework that includes functional risk adjustment. As actions and tools 

to help providers achieve high-quality care for all beneficiaries are implemented, their impact on safety-

net providers will need to be assessed, and further modifications may be necessary. 

For these reasons, the recommendations included in this Report may be implemented in two phases 

(Figure 1.3).  

¶ Phase 1: recommendations that are ready to be implemented independently in the first phase 

can begin now.  

¶ Phase 2: recommendations that require further development can then be implemented in the 

second phase. Some recommendations do not require further development, but should be 

implemented in phase 2 at the same time as other recommendations that do require 

development, such as Recommendation 2.5 discussed above. Removal of peer grouping from 

programs should be implemented in the second phase, after actions and tools to help providers 

achieve high-quality care for all beneficiaries through one or more of the methods discussed 

above. 

Figure 1.3. Implementation Phases 

 

Note: Implementation phases including specific recommendations are presented in the summary section after the detailed 
recommendations. 
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B. Recommendations 

 

 

This strategy includes collecting data on social risk and reporting quality measures by patient social risk to 

ƎǳƛŘŜ ŀƴŘ ŜƴŎƻǳǊŀƎŜ ǇǊƻǾƛŘŜǊǎ ǘƻ ƛŘŜƴǘƛŦȅ ŀƴŘ ŀŘŘǊŜǎǎ ǇŀǘƛŜƴǘǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ ŀƴŘ ǊŜŘǳŎŜ ƘŜŀƭǘƘ 

disparities. Separately reporting quality measures for those patients with and without social risk will 

facilitate measuring progress toward closing the gap in performance on quality measures between these 

two groups of patients.  

 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘary make recommendations on 

obtaining access to social risk data.  

{ǘǳŘȅ ! ƛƴŎƭǳŘŜŘ ǘƘŜ ŎƻƴǎƛŘŜǊŀǘƛƻƴ άConsider enhancing data collection and developing statistical 

techniques to allow measurement and reporting of performance for beneficiaries with social risk factors 

on key quality and resource ǳǎŜ ƳŜŀǎǳǊŜǎΦέ {ƛƴŎŜ ǘƘŀǘ ǘƛƳŜΣ ǘƘŜǊŜ Ƙŀǎ ōŜŜƴ ŀƴ ƛƴŎǊŜŀǎŜŘ ŦƻŎǳǎ ƻƴ 

collecting and using beneficiary social risk information. However, there is still no consensus on how the 

data will be used, an important question that needs to be answered before data collection can be 

standardized. Deciding how data will be used will help to determine (1) which questions should be asked, 

and (2) how the responses should be documented. For each of these issues, there are opportunities to 

provide standards and/or to encourage data collection. 

The choice of screening tool determines which questions will be asked. Currently numerous tools are 

widely used. The ideal screening tool depends on the planned use of social needs information. If the 

primary goal is to direct beneficiaries to services to address their social needs, providers need more 

detailed information to make appropriate referrals, implement interventions, and track resolution of 

needs over time. On the other hand, if social risk is used to risk adjust measures, payments, or population 

monitoring, less detail may be sufficient. Already, CMS has developed a social risk screening tool used in 

the Accountable Health Communities model and the social risk items proposed for the post-acute care 

screening tools.10,11 These instruments are required for specific programs but could be used more broadly 

for the Medicare population. Alternatively, HHS could provide standards on which screening tool should 

be used but allow providers and plans to determine whether or not to use it to collect social risk 

information. 

YƴƻǿƛƴƎ ǿƘƻ ƴŜŜŘǎ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜ ōŜƴŜŦƛŎƛŀǊȅΩǎ ǎƻŎƛŀƭ Ǌƛǎƪ ŀƭǎƻ ŀŦŦŜŎǘǎ Ƙƻǿ ǘƘŜ Řŀǘŀ ǎƘƻǳƭŘ ōŜ 

documented. Here there are also various options worth considering. Currently, as noted earlier, social risk 

information can be captured in clinical documentation and/or in recording diagnosis codes. The federal 

government, state government, and health plans can most easily access information documented as a 

Recommendation 1.1: HHS should support and inform the development of data collection and 

interoperability standards for social risk. CMS should explore ways to encourage providers to collect 

social risk information. 

Strategy 1: Measure and Report Quality for Beneficiaries with Social Risk Factors 
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diagnosis codes in claims because claims are submitted to the payer for reimbursement. HHS may need 

additional social risk information for VBP program monitoring and evaluation. 

For other health and social service providers, it may be easier to access information from clinical 

documentation, as providers may be able to share EHR information more easily than they can share 

claims. Yet if multiple parts of a single health system need the information, provider notes may be 

sufficient. However, different documentation methods may be ideal for different parts of the health care 

ǎȅǎǘŜƳΦ hƴŜ ǎƻƭǳǘƛƻƴ Ƴŀȅ ōŜ ǘƻ ŎǊŜŀǘŜ άŎǊƻǎǎǿŀƭƪǎέ ǘƻ ǘǊŀƴǎƭŀǘŜ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴŦƻǊƳŀǘƛƻƴ ŦǊƻƳ ƻƴŜ ŦƻǊƳŀǘ 

to another. Additionally, EHR captured data and/or diagnosis codes may need to be expanded to allow 

capture of more detailed social risk information. As with screening tools, HHS could provide standards for 

data documentation with or without encouraging providers and plans to document social risk factors.  

HHS has developed data standards for documentation of some social risk information. The Office of the 

National Coordinator for Health Information Technology (ONC) included social, psychological, and 

behavioral standards in the 2015 health information technology certification criteria, providing 

interoperability standards (LOINC (Logical Observation Identifiers Names and Codes) and SNOMED CT 

(Systematized Nomenclature of MedicineτClinical Terms)) for financial strain, education, social 

connection and isolation, and others.12 ONC has also released a draft 2020-2025 Federal Health IT 

Strategic Plan for public comments, including an objective to integrate health and human services 

information.13 Additional stakeholder efforts are underway to expand the availability to capture additional 

social determinants of health data elements for use and exchange. This includes the Gravity Project to 

identify and harmonize social risk factor data for interoperable electronic health information exchange 

for EHR fields as well as proposals to expand the ICD-10 (International Classification of Diseases, Tenth 

Revision) z-codes, the alphanumeric codes used worldwide to represent diagnoses.14,15  

 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

obtaining access to social risk data. 

In addition to, or even before, new social risk information is collected, existing information should be 

shared to reduce the burden of new data collection. This was discussed in the National Academies of 

{ŎƛŜƴŎŜǎΣ 9ƴƎƛƴŜŜǊƛƴƎΣ ŀƴŘ aŜŘƛŎƛƴŜΩǎ όb!{9aύ ǊŜǇƻǊǘ ƻƴ Řŀǘa sources as well as in the submitted 

ǊŜǎǇƻƴǎŜǎ ǘƻ !{t9Ωǎ ǊŜǉǳŜǎǘ ŦƻǊ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǇǊƻǾƛŘŜǊ ŀƴŘ ƘŜŀƭǘƘ Ǉƭŀƴ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ƛƳǇǊƻǾƛƴƎ ŎŀǊŜ 

for Medicare beneficiaries with social risk factors.16 The NASEM report specifically identified data 

elements collected by the Social Security Administration, the Census Bureau, and Centers for Disease 

/ƻƴǘǊƻƭ ŀƴŘ tǊŜǾŜƴǘƛƻƴΩǎ ό/5/Ωǎύ bŀǘƛƻƴŀƭ /ŜƴǘŜǊ ŦƻǊ IŜŀƭǘƘ {ǘŀǘƛǎǘƛŎǎΦ  

Such data sharing has been promoted by the bipartisan Commission on Evidence-ōŀǎŜŘ tƻƭƛŎȅƳŀƪƛƴƎΩǎ 

report and the Foundations for Evidence-Based Policymaking Act of 2018,17,18 and these new 

developments are promising as improvements to the current state, in which sharing and linking data 

Recommendation 1.2: Federal and state agencies should consider policies regarding how and when 

to share social risk data across agencies. HHS should explore whether some social risk data 

can/ should be shared at the local level between health and social service providers. 
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across agencies or departments within the federal government can be difficult and burdensome. For 

example, ǘƘƛǎ wŜǇƻǊǘ ƛƴǘŜƴŘŜŘ ǘƻ ǳǎŜ aŜŘƛŎŀǊŜ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ƛƴŘƛǾƛŘǳŀƭ-level responses to the American 

Community Survey (ACS) and Medicare claims to evaluate the effect of the social risk factors available in 

the ACS on quaƭƛǘȅ ŀƴŘ ǊŜǎƻǳǊŎŜ ǳǎŜ ƳŜŀǎǳǊŜǎ ƛƴŎƭǳŘŜŘ ƛƴ aŜŘƛŎŀǊŜΩǎ ǾŀƭǳŜ-based purchasing (VBP) 

programs. However, at the time of submission, the merged Medicare-ACS data were not yet available. A 

standard agreement across federal agencies that addresses confidentiality and security could make such 

data sharing smoother than the current process that requires each project to create a new agreement 

from scratch.  

Within the Department, efforts have begun to understand the current state of data sharing across 

agencies, incƭǳŘƛƴƎ ŀƴ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ŎƘŀƭƭŜƴƎŜǎ ƛƴ ŘƻƛƴƎ ǎƻ ƛƴ ǘƘŜ нлму ǊŜǇƻǊǘ άThe State of Data Sharing 

at the U.S. Department of Health and Human Servicesέ ōȅ ǘƘŜ II{Ωǎ Office of the Chief Technology Officer. 

As these challenges are addressed to allow data sharing across the Department, the next logical step 

would be to expand this analysis to additional departments and identify and address challenges in data 

sharing across the federal, state, and local governments. 

Beyond sharing current administrative data, the Department, including ONC, the Office for Civil Rights 

(OCR)τwhich enforces the Health Insurance Portability and Accountability Act (HIPAA) Privacy Ruleτand 

the HHS Office of the Chief Technology Officer (CTO), should explore whether and how health and social 

service providers can share their social risk data. The necessity for and type of data to be shared would 

depend on the utility of the available data to providers and addressing any data security, privacy, or 

governance concerns for sharing and documentation. As data needs and uses will depend on the specific 

health and social service providers involved, these decisions should be made at the local level. 

 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

accounting for social risk in quality and resource use measures.  

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀƭǎƻ ƳƛǊǊƻǊǎ ǘƘŜ ǎŜŎƻƴŘ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƛƴ {ǘǳŘȅ !Υ άConsider developing and 

introducing health equity measures or domains into existing payment programs to measure disparities 

and iƴŎŜƴǘ ŀ ŦƻŎǳǎ ƻƴ ǊŜŘǳŎƛƴƎ ǘƘŜƳΦέ Currently, no quality reporting programs explicitly include health 

equity measures that provide incentives to reduce health disparities. Including health equity measures 

can help providers prioritize areas for particular focus, and specific measures targeting equity within 

existing quality reporting programs can motivate a focus on reducing disparities and signal that health 

equity is an important component of delivery system transformation. These measures could also 

encourage providers to address health equity through service enhancements, patient engagement 

activities, and adoption of best practices to improve performance in this domain. Public reporting of 

health equity measures or domains would support monitoring of health disparities over time and help 

ƛƴŦƻǊƳ ŎƻƴǎǳƳŜǊǎΩ ŎƘƻƛŎŜ ƻŦ ǇǊƻǾƛŘŜǊǎΦ 

Implementing this recommendation, however, will first require measure developers to create health 

equity measures. Health equity could be measured in various ways, including the difference in 

Recommendation 1.3: Quality reporting programs should include health equity measures. 
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performance on particular measures between socially at-Ǌƛǎƪ ŀƴŘ ƻǘƘŜǊ ōŜƴŜŦƛŎƛŀǊƛŜǎ ǿƛǘƘƛƴ ŀ ǇǊƻǾƛŘŜǊǎΩ 

population, comparing performance for socially at-risk populations across providers, or evaluating 

improvement in measure performance for a ǇǊƻǾƛŘŜǊǎΩ ǎƻŎƛŀƭƭȅ ŀǘ-risk population over time. One existing 

measure is the Health Equity Summary Score developed by CMS OMH.19 The use of health equity 

measures in VBP programs is discussed in Recommendation 2.3. 

 

This recommendation addresses CongresǎΩ ǊŜǉǳƛǊŜƳŜƴǘ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ǎƘƻǳƭŘ ƳŀƪŜ 

recommendations on how to account for social risk factors in quality and resource use measures. 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ōǳƛƭŘǎ ƻƴ ǘƘŜ ŦƛǊǎǘ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƛƴ {ǘǳŘȅ !Υ άConsider enhancing data collection 

and developing statistical techniques to allow measurement and reporting of performance for 

beneficiaries with social risk factors on key quaƭƛǘȅ ŀƴŘ ǊŜǎƻǳǊŎŜ ǳǎŜ ƳŜŀǎǳǊŜǎΦέ ¢Ƙƛǎ wŜǇƻǊǘ ŀƭǎƻ ŦƛƴŘǎ ǘƘŀǘ 

dual enrollment is the strongest predictor of poor outcomes, and for that reason recommends stratifying 

reported measures by dual enrollment in quality reporting programs.  

Since Study A was published, substantial progress has been made on stratified reporting of measures. 

/ǳǊǊŜƴǘƭȅΣ /a{Ωǎ hŦŦƛŎŜ ƻŦ aƛƴƻǊƛǘȅ IŜŀƭǘƘ όhaIύ Mapping Medicare Disparities tool compares quality 

and resource use outcomes for dually enrolled and non-dually enrolled beneficiaries,20 and CMS has begun 

providing hospitals with confidential reports of pneumonia readmission rates for dually enrolled 

compared to other beneficiaries.21 These efforts could be expanded either by including additional 

ƳŜŀǎǳǊŜǎ ƻǊ ǇǊƻǾƛŘŜǊǎ ƻƴ haIΩǎ aŀǇǇƛƴƎ aŜŘƛŎŀǊŜ 5ƛǎǇŀǊƛǘƛŜǎ ǘƻƻƭ ƻǊ ōȅ ŀŘŘƛƴƎ ǎǘǊŀǘƛŦƛŜŘ ƳŜŀǎǳǊŜǎ ǘƻ 

/a{Ωǎ ŎƻƳǇŀǊŜ ǿŜōǎƛǘŜǎ όIƻǎǇƛǘŀƭ /ƻƳǇŀǊŜΣ bǳǊǎƛƴƎ IƻƳŜ /ƻƳǇare, Home Health Compare, Dialysis 

Facility Compare, Long-Term Care Hospital Compare, Inpatient Rehabilitation Facility Compare, Physician 

Compare, Hospice Compare, and Medicare Plan Finder). This additional information could allow policy 

makers and providers to measure and track quality, outcomes, and costs for beneficiaries with social risk 

factors over time to reduce disparities and improve care for beneficiaries with social risk factors. However, 

adding stratified measures may be confusing, rather than helpful, for beneficiaries using these tools to 

select a provider. For that reason, it may be most appropriate to include these stratified measures on a 

separate data site rather than websites designed to help patients select high-quality providers. 

 

This ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ǎƘƻǳƭŘ ƳŀƪŜ 

recommendations on how to account for social risk factors in quality and resource use measures. 

As discussed in Recommendation 1.4 above, stratified reporting is important to monitor disparities and 

improvements over time. However, in public reporting, it is also important to hold providers accountable 

for overall results, regardless of social risk. For this reason, quality and resource use measures should also 

be reported for a ǇǊƻǾƛŘŜǊΩǎ ƻǾŜǊŀƭƭ ǇƻǇǳƭŀǘƛƻƴ ǿƛǘƘƻǳǘ ŀŘƧǳǎǘƳŜƴǘ ŦƻǊ ǎƻŎƛŀƭ ǊƛǎƪΦ  

Recommendation 1.4: Quality and resource use measures should be reported separately for dually 

enrolled beneficiaries and other beneficiaries. 

 

Recommendation 1.5: Quality and resource use measures should not be adjusted for social risk 

factors for public reporting. 
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¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ǎƘƻǳƭŘ ƳŀƪŜ 

recommendations on how to account for social risk factors in quality and resource use measures. 

In addition to not to adjusting measures for social risk in public reporting (Recommendation 1.5), 

composite scores, such as star ratings, should not be adjusted for social risk factors. Composite scores 

used for public reporting should not use measures that are adjusted for social risk factors. They should 

also not use other methods to account for social risk, such as peer grouping. 

 

 

This strategy aims to hold providers accountable to the same standards in VBP programs to improve care 

and health outcomes for all Medicare beneficiaries. It recognizes that beneficiaries with social risk factors 

may require more supports and resources to achieve the same outcomes. A standard, comprehensive 

risk-adjustment framework for all outcome and resource use measures, including functional risk factors, 

improves provider comparisons across measures. 

 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

accounting for social risk in quality and resource use measures. 

Measures used in VBP programs would benefit from a standard risk adjustment framework that sets a 

consistent policy for a number of reasons. First, the current lack of standardization across measures makes 

it difficult to accurately assess the role of social risk, as social risk is correlated with medical risk: both 

comorbidities and functional status. Thus, measures that include more medical risk adjustment are likely 

to see a smaller effect of social risk, making it difficult to compare and track disparities across measures 

and patient populations. Second, the use of different risk adjustment methods and factors make it difficult 

to compare performance across measures. If a provider does better on one measure than another, it may 

be due to differences in performance or diffeǊŜƴŎŜǎ ƛƴ ǘƘŜ ƳŜŀǎǳǊŜǎΩ Ǌƛǎƪ ŀŘƧǳǎǘƳŜƴǘΦ 

!ǎ ŘƛǎŎǳǎǎŜŘ ƛƴ /ƘŀǇǘŜǊ рΣ ŎǳǊǊŜƴǘ ƻǳǘŎƻƳŜ ŀƴŘ ǊŜǎƻǳǊŎŜ ǳǎŜ ƳŜŀǎǳǊŜǎ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ǳǎŜ 

a variety of risk-adjustment methods and measures. These include different methods to adjust for medical 

risk such as comorbidities, functional risk adjustment, or reason for hospitalization (diagnosis). Some 

measures include social risk adjustment using the beneficiary-level risk factor of dual enrollment status. 

Despite the general consensus on the importance of medical risk adjustment, however, many measures 

currently used do not include functional risk adjustment. To fully account for differences in health status 

Recommendation 1.6: Composite scores should not be adjusted for social risk factors for public 

reporting. 

 

Recommendation 2.1: Measure developers and endorsement organizations should create a 

standard risk-adjustment framework that includes functional risk for all risk-adjusted outcome and 

resource use measures used in Medicare programs. 

Strategy 2: Set High, Fair Quality Standards for All Beneficiaries 
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between beneficiaries, it is important for measure developers to follow a consistent policy across 

measures and to account for functional risk factors in all ƻǳǘŎƻƳŜ ŀƴŘ ǊŜǎƻǳǊŎŜ ǳǎŜ ƳŜŀǎǳǊŜǎΩ Ǌƛǎƪ 

adjustment. One possible approach to account for functional risk factors using ICD codes is presented in 

this Report. Note that this recommendation does not apply to measures that do not use risk adjustment, 

such as process measures where the same process is expected for all beneficiaries. 

Figure 1.4. illustrates the different factors that can potentially be used in risk adjustment and that should 

be considered for a standard risk-adjustment framework. {ƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀǊŜ ŘŜǇƛŎǘŜŘ ƛƴ ǘƘŜ ŦƛƎǳǊŜΩǎ 

right column, but are not recommended to be included in the risk-adjustment of process or outcome 

measures. Demographics and medical risk adjustment are widely accepted as appropriate and important 

risk-adjustment factors. Some measures include prior utilization, but not all. Almost no measures at this 

time include social risk, except patient experience of care survey measures. Social risk factors are not 

recommended for the standard, clinical risk-adjustment model. Recommendations 2.3-2.5 discuss the 

appropriateness of adjusting for social risk by type of measure.  

!ǎ ŘƛǎŎǳǎǎŜŘ ƛƴ ƳƻǊŜ ŘŜǘŀƛƭ ƛƴ ǘƘƛǎ wŜǇƻǊǘΩǎ ƛƴǘǊƻŘǳŎǘƻǊȅ ŎƘŀǇǘŜǊǎΣ ǘƘŜ ŀǇǇǊƻǇǊƛŀǘŜ risk-adjustment 

approach may depend on the planned use of the measure (i.e., public health surveillance, population 

health management, quality improvement, quality reporting, VBP, or program evaluation). The standard 

risk-adjustment framework as suggested by this recommendation may need to specify different risk-

adjustment methods for different uses (i.e., standardized age/gender adjusted outcomes for population 

health management, clinically risk-adjusted quality measures stratified by patient subgroups for quality 

reporting, etc.). 

Figure 1.4. Potential Risk-Adjustment Variables 

 
*This Report includes the recommendation to include functional risk in the standard risk adjustment framework. 
**This Report includes the recommendations to adjust resource use and patient experience measures for dual enrollment status 
as a beneficiary-level social risk factor, but not to adjust quality process or outcome measures for social risk. 
Note: This Report does not include specific recommendations for other potential risk adjustment variables. 
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¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

accounting for social risk in quality and resource use measures and in determining payment adjustments 

based on these measures.  

This recommendation is similar to recommendation 1.3, but focuses on the use of health equity measures 

in VBP programs rather than quality reporting programs. Currently, no VBP programs explicitly include 

health equity measures that provide incentives to reduce health disparities, although the Merit-based 

Incentive Payment System (MIPS) program does include some optional health equity activities in the 

improvement activities performance category. As with public reporting of health equity measures, 

including health equity measures in VBP programs can help providers prioritize areas for particular focus, 

help providers focus on reducing disparities, and signal that health equity is an important component of 

delivery system transformation. Once health equity measures are developed for public reporting, they 

can be included in existing VBP programs as allowed by statute. 

  

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

accounting for social risk in quality and resource use measures. 

 A framework for considering social risk adjustment by type of measure 

As discussed above in Recommendation 2.1, measures used in VBP programs would benefit from a 

standard risk adjustment framework that sets a consistent policy. Polices could be established across all 

types of measures or separately for each type (process, outcome, patient experience, and resource use).  

One solution that has been advocated for accounting for social risk in MedicŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ƛǎ ŀŘŘƛƴƎ 

ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ǘƻ ŀƭƭ ƳŜŀǎǳǊŜǎΩ Ǌƛǎƪ ŀŘƧǳǎǘƳŜƴǘ ǘƻ άƭŜǾŜƭ ǘƘŜ ǇƭŀȅƛƴƎ ŦƛŜƭŘΦέ ¢ƘŜ ŀǇǇŜŀƭ ƻŦ ǘƘƛǎ ŀǇǇǊƻŀŎƘ 

is that it recognizes the greater challenges that may be faced in achieving the same outcomes for 

beneficiaries with social risk factors and may reduce the likelihood that concerns about performance could 

worsen access to care for these groups. Such considerations are particularly appropriate in situations in 

which measure performance is closely tied to social risk, and the consequences of this risk on outcomes 

ŀǊŜ ǘǊǳƭȅ ōŜȅƻƴŘ ǇǊƻǾƛŘŜǊǎΩ ŎƻƴǘǊƻƭΣ ƳŀƪƛƴƎ ǘƘŜ ōŜƴŜŦƛǘǎ ƻŦ ŀŘƧǳǎǘƳŜƴǘ ƻǳǘǿŜƛƎƘ ǘƘŜ ŘǊŀǿōŀŎƪǎΦ Lƴ ǘƘƛǎ 

case, it would still be important for VBP programs to include incentives for providing high-quality care for 

socially at-risk beneficiaries in other ways, such as including health equity measures or domains as 

discussed in Strategy 1 above. 

Alternatively, risk-adjustment policies could be developed by type of measure, in conjunction with a set 

of criteria on the appropriateness of risk-adjustment. 

Recommendation 2.2: Value-based purchasing programs should include health equity measures 

and/or domains. 

 

Recommendation 2.3: Resource use and patient experience measures should adjust for social risk 

factors in VBP programs. 
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As described in Chapter 5, measures are less appropriate for social risk adjustment if: 

1. They are predominantly under the control of the provider, 

2. There is no plausible direct relationship between the social risk factor and the outcome, and 

3. There is evidence that provider bias, rather than patient need or complexity, is driving differences 

in performance.  

Measures are more appropriate for social risk adjustment if the differences in outcomes or utilization are: 

1. Predominantly related to patient factors,  

2. If there is a plausible direct relationship between the social risk factor and the outcome, and  

3. If there is evidence that patient need or complexity, rather than provider performance, is driving 

differences in performance.  

Given that the role of social risk varies by type of measure, the appropriateness of adjusting measures for 

social risk may be better considered along a continuum, as shown in Figure 1.5. 

Figure 1.5. Considerations for Adjusting Quality and Resource Use Measures for Social Risk by Measure 
Type 

 
Note: MSSP=Medicare Shared Savings Program. 

 Adjust resource use measures for social risk to recognize more resources may be needed to achieve 

same outcomes  

To account for the fact that it may require additional resources to achieve the same high quality care for 

socially at-risk beneficiaries, all resource use measures should adjust for social risk. In order to provide a 

consistent governing principle, all resource use measures should adjust for social risk. Some current 
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resource use measures adjust for social risk, including the MIPS total per capita cost measure, which 

adjusts for the HCC (hierarchical condition category) risk score that in turn includes dual-enrollment 

status. Others, such as the Medicare Spending per Beneficiary measure, do not adjust for dual-enrollment 

status, even though the analyses in this Report find that dually enrolled beneficiaries have higher episode 

spending driven primarily by greater use of institutional and community-based post-acute care to meet 

their greater medical and social needs.  

To provide consumers with information on the care that they should expect to receive, however, 

measures should not be adjusted for social risk in public reporting programs, but instead reported for 

dually enrolled beneficiaries and other beneficiaries separately as described in Recommendation 1.4. 

 Adjust patient experience measures for social risk to account for response tendencies 

Patient experience measures, such as those collected by the CMS Consumer Assessment of Healthcare 

Providers and Systems (CAHPS) surveys, are currently adjusted for social risk using factors such as 

education, dual enrollment, and language.22 These adjustments seek to account for differences in 

response tendencies associated with social risk factors, rather than differences in the quality of care 

provided.23,24 For example, individuals with less education and those who report better general and 

mental health provide more positive ratings and reports of care than others in the same health insurer 

contracts.22 Lƴ ƻǊŘŜǊ ǘƻ ŀŎŎǳǊŀǘŜƭȅ ŀǎǎŜǎǎ ǘƘŜ ŎŀǊŜ ǇǊƻǾƛŘŜŘ ŀƴŘ ŎƻƳǇŀǊŜ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎΣ ǘƘŜǎŜ 

measures should continue to adjust for social risk factors.  

 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

accounting for social risk in quality and resource use measures. 

Although Recommendation 2.3 recommends risk adjusting patient experience and resource use measures 

for social risk, for other types of measures, the drawbacks of adjusting for social risk are considerable for 

both process and outcome measures.  

 Process measures should not be adjusted for social risk  

First, there are many quality measures for which there is no plausible role for any type of risk adjustment. 

Pure pǊƻŎŜǎǎ ƳŜŀǎǳǊŜǎ ǎǳŎƘ ŀǎ ƎƛǾƛƴƎ ŀǎǇƛǊƛƴ ŦƻǊ ŀ ƘŜŀǊǘ ŀǘǘŀŎƪΣ ŦƻǊ ŜȄŀƳǇƭŜΣ ŀǊŜ ǇǊƛƳŀǊƛƭȅ ǳƴŘŜǊ ǇǊƻǾƛŘŜǊǎΩ 

ŎƻƴǘǊƻƭΣ ŀƴŘ ǎƘƻǳƭŘ ōŜ ŘƻƴŜ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ŀ ōŜƴŜŦƛŎƛŀǊȅΩǎ ǎƻŎƛŀƭ Ǌƛǎƪ ǇǊƻŦƛƭŜΦ {ŜŎƻƴŘΣ adjusting the process 

of care quality measures risks masking disparities, potentially reducing the long-term ability to identify 

and reduce them. Third, adjusting quality measures may have a negative impact on transparency for 

consumers. Finally, to the degree that differences in measures reflect actual differences in provider 

performance, adjusting the measures directly could excuse the delivery of differential care to beneficiaries 

with social risk factors. For these reasons, process measures should not be adjusted for social risk factors. 

 

Recommendation 2.4: Process and outcome measures should not be adjusted for social risk in value-

based purchasing programs. 
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 Outcome measures should not be adjusted for social risk 

In terms of appropriateness for adjusting for social risk, outcome measures fall in the middle of the 

spectrum shown in Figure 1.5 above. For many outcome measures, the provider has some control in the 

care given in the care setting, but outcomes are assessed at some point after the health care encounter. 

With 30-day readmissions, for example, providers can improve outcomes for socially at-risk beneficiaries 

through discharge planning, follow-up care, referrals for social services, and building relationships with 

community-based organizations. To hold all providers accountable to the same, high standards for all 

beneficiaries, therefore outcome measures should not be adjusted for social risk. 

Because achieving the same high-quality outcomes may be more difficult for socially at-risk beneficiaries 

than for other beneficiaries, it is important to assist providers in achieving these high-quality outcomes 

for all beneficiaries. Rather than risk adjusting outcome measures for social risk to avoid VBP payment 

adjustments for worse outcomes for socially at-risk beneficiaries, programs should provide support in 

other ways. This could include additional payments or bonuses to safety-net providers. Although they are 

for different purposes, there are already existing payments and bonuses that target safety-net providers, 

including the current DSH payments and the bonus points for small practices and practices with a higher 

share of medically and socially complex patients in the MIPS program. It could also include sharing best 

practices. Both of these recommendations are discussed in Strategy 3 below. To provide consumers with 

information on the care that they should expect to receive, moreover, measures should also not be 

adjusted for social risk in public reporting programs, but instead reported for dually enrolled beneficiaries 

and other beneficiaries separately as described in Recommendation 1.4. 

 

This ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƳŀƪŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ 

determining payment adjustments in VBP programs. 

In addition to not adjusting process or outcome measures (Recommendation 2.4), VBP performance 

scores should not be adjusted for social risk factors. This recommendation applies to using peer grouping 

to assign VBP payment adjustments, such as in the HRRP, and other methods like the CAI used in the MA 

Star Ratings program. Similar to the arguments against adjusting quality measures for social risk presented 

in Recommendation 2.4 above, peer grouping establishes different quality standards across providers. 

Under peer grouping, providers who serve more socially at-risk beneficiaries may avoid negative payment 

adjustments, even though they may have lower scores compared to providers with fewer socially at-risk 

beneficiaries. Instead, safety-net providers should have additional tools and resources to help them 

achieve high-quality outcomes for all beneficiaries, as discussed in Strategy 3 below. These additional tools 

and resources should be available for all providers that treat a large proportion of socially at-risk 

beneficiaries, regardless of their performance on specific measures or programs. For example, peer 

grouping compares performance across similar providers rather than all providers, but is still dependent 

Recommendation 2.5: Value-based purchasing programs should not use peer grouping or 

categorical adjustments for social risk factors. Where these adjustments are currently in place, they 

should be removed when additional actions and tools are implemented to help providers achieve 

high-quality care for all beneficiaries. 
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ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ǇǊƻǾƛŘŜǊΩǎ ǇŜǊŦƻǊƳŀƴŎŜΦ .ƻƴǳǎ Ǉƻƛƴǘǎ ƛƴ ŀ ±.t ǇǊƻƎǊŀƳΣ ƻƴ ǘƘŜ ƻǘƘŜǊ ƘŀƴŘΣ ǇǊƻǾƛŘŜ 

additional resources to all safety net providers, regardless of their performance. For that reason, bonus 

points in VBP programs are appropriate as additional tools and resources, while peer grouping or the CAI 

are not. Once these additional actions, tools, and resources are available, approaches such as peer 

grouping or the CAI should be removed from VBP programs. 

 

 

This strategy recognizes that providing additional supports and resources is foundational to address 

ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ Ǌƛǎƪ in order to improve care and outcomes. Such additional supports may include 

sharing best practices through learning networks and encouraging medical providers to build links with 

ǎƻŎƛŀƭ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎΦ !ŘŘƛǘƛƻƴŀƭ ǊŜǎƻǳǊŎŜǎ ǘƻ ƳŜŜǘ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ Ƴŀȅ ōŜ ƳŀŘŜ ŀǾŀƛƭŀōƭŜ 

through alternative payment models, supplemental benefits that address social needs, or additional 

payments. ¢ŀǊƎŜǘŜŘ ǇŀȅƳŜƴǘǎ ǘƻ ǎǳǇǇƻǊǘ ǇǊƻǾƛŘŜǊǎΩ ŜŦŦƻǊǘǎ ǘƻ ŀŘŘǊŜǎǎ social risk factors may also be made 

through VBP incentive payments. 

 

¢Ƙƛǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ŀŘŘǊŜǎǎŜǎ /ƻƴƎǊŜǎǎΩ ǊŜǉǳƛǊŜƳŜƴǘ ǘƘŀǘ ǘƘŜ {ŜŎretary should make 

recommendations on how to account for social risk factors in determining payment adjustments based 

on quality and resource use measures.  

It is clear that simply adjusting measures does not fully address the tough, real problems underlying the 

pervasive differences in performance across measures and programs that were examined in this Report. 

{ƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀǊŜ ǇƻǿŜǊŦǳƭΣ ŀƴŘ ǘƻ ǘǊǳƭȅ ōŜƎƛƴ ǘƻ άǎƻƭǾŜέ ǘƘŜ ǇǊƻōƭŜƳ ōȅ ƳŀƪƛƴƎ ǘƘƛƴƎǎ ōŜǘǘŜǊ ŦƻǊ 

beneficiaries with social risk factors and the providers who serve them, these factors need to be explicitly 

recognized and addressed. This recommendation to support providers and plans addressing social risk 

factors goes hand-in-hand with Recommendations 2.3-2.5 focusing on risk adjustment and other methods 

ŦƻǊ ŀŎŎƻǳƴǘƛƴƎ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎΦ ¢Ƙƛǎ wŜǇƻǊǘ ǊŜŎƻƳƳŜƴŘǎ ŀŘƧǳǎǘƛƴƎ ǊŜǎƻǳǊŎŜ 

use and patient experience, but not process or outcome measures, for social risk. However, achieving the 

same high-quality outcomes may be more difficult for socially at-risk beneficiaries than for other 

beneficiaries. It is important to assist providers in achieving these high-quality outcomes for all 

beneficiaries with the resources (through models, supplemental benefits, and VBP payment adjustments) 

and tools (such as best practices) to achieve these outcomes. 

Currently, Medicare provides payment adjustments for providers treating socially at-risk beneficiaries in 

some settings but not others (see table in the appendix to this chapter). Specifically, Medicare provides 

Recommendation 3.1: CMS should continue to support providers and plans addressing social risk 

factors through models, supplemental benefits, and VBP payment adjustments. HHS should 

continue to develop approaches to ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎΦ Additional research is 

needed on best practices for providing care to socially at-risk beneficiaries. Best practices, once 

identified, need to be scaled. 

Strategy 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors 
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DSH payments to hospitals treating a large proportion of dually enrolled beneficiaries as required by 

Congress, and has used administrative authority to provide bonus points for practices with a higher 

proportion of socially complex patients in the MIPS program. Although the recommendation that outcome 

measures should not be adjusted for social risk encourages providers to achieve the same high-quality 

outcomes for socially at-risk beneficiaries as their other patients, it is important to recognize that 

achieving these outcomes may require more resources for socially at-risk beneficiaries. Without additional 

payment adjustments, providers have reported that they may be disincentivized to treat socially at-risk 

beneficiaries, jeopardizing access to care. 

/a{ ǎƘƻǳƭŘ ŀƭǎƻ ǎǳǇǇƻǊǘ ǇǊƻǾƛŘŜǊǎ ŀƴŘ Ǉƭŀƴǎ ǿƻǊƪƛƴƎ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ ǘƘǊƻǳƎƘ 

supplemental benefits. New flexibilities in the Medicare Advantage (MA) program will allow health plans 

to provide supplemental benefits that are not necessarily health-related but have a reasonable 

expectation of improving or maintaining the health or overall function (including benefits that secondarily 

address social risk factors), but these benefits are only available to beneficiaries with chronic conditions 

enrolled in MA plans.6 Although a small percentage of plans are offering these new supplemental benefits 

in the first year available, interviews with MA plans before these new flexibilities were implemented found 

that plans were considering a variety of approaches, including screening beneficiaries for social needs and 

ǊŜŦŜǊǊƛƴƎ ǘƻ ŎƻƳƳǳƴƛǘȅ ƻǊƎŀƴƛȊŀǘƛƻƴǎ ǘƻ ŀŘŘǊŜǎǎ ǘƘƻǎŜ ƴŜŜŘǎ όάǎŎǊŜŜƴ ŀƴŘ ǊŜŦŜǊέύΣ ŀƴŘ ǎŎǊŜŜƴƛƴƎ ŦƻǊ ǎƻŎƛŀƭ 

needs and directly providing services to address the needs ideƴǘƛŦƛŜŘ όάǎŎǊŜŜƴ ŀƴŘ ǇǊƻǾƛŘŜέύΦ25,26 As these 

flexibilities are implemented, it will be important for MA plans and others to evaluate the extent to which 

ŀƴȅ ǎǳǇǇƭŜƳŜƴǘŀƭ ōŜƴŜŦƛǘǎ ŀŘŘǊŜǎǎ aŜŘƛŎŀǊŜ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ ŀƴŘ ƛƳǇŀŎǘ ǉǳŀƭƛǘȅ ŀƴŘ ǊŜǎƻǳǊŎŜ 

use measures. 

CƛƴŀƭƭȅΣ ƪƴƻǿƭŜŘƎŜ ŀōƻǳǘ ōŜǎǘ ǇǊŀŎǘƛŎŜǎ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ Ǌƛǎƪ ƛǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ǘƻƻƭ ŦƻǊ 

ŀŎƘƛŜǾƛƴƎ ƘƛƎƘ ǉǳŀƭƛǘȅ ƻǳǘŎƻƳŜǎ ŦƻǊ ŀƭƭ ōŜƴŜŦƛŎƛŀǊƛŜǎΦ !ǎ ŜǾƛŘŜƴŎŜŘ ōȅ ǘƘŜ ǊŜǎǇƻƴǎŜǎ ǘƻ !{t9Ωǎ wCLΣ 

providers and health plans are already ƛƳǇƭŜƳŜƴǘƛƴƎ ƴǳƳŜǊƻǳǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ 

social risks. Within HHS, a number of agencies including CMS, the Administration for Community Living 

(ACL), the Substance Abuse and Mental Health Services Administration (SAMHSA), and the Administration 

for Children and Families (ACF), work to address social risk factors. States in the Medicaid program are 

ŀƭǎƻ ǘŀƪƛƴƎ ǾŀǊƛƻǳǎ ǎǘŜǇǎ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎΦ IƻǿŜǾŜǊΣ ǘƘŜ ŜǾŀƭǳŀǘƛƻƴǎ ƻŦ ǘƘŜǎŜ 

approaches are not yet mature, making it difficult for organizations wanting to adopt new interventions 

ǘƻ ŎƘƻƻǎŜ ŜŦŦŜŎǘƛǾŜ ŀǇǇǊƻŀŎƘŜǎΦ II{Σ ǘƘǊƻǳƎƘ /a{Ωǎ LƴƴƻǾŀǘƛƻƴ /ŜƴǘŜǊΣ Ƙŀǎ ōŜƎǳƴ ǘƻ ŘŜǾŜƭƻǇ ŀƴŘ 

evaluate new models to address social risk and should continue to do so. For example, the current 

Accountable Health Communities model and evaluation will help to build the knowledge base about 

effective interventions, along with findings from evaluations of state models.27,28 Additional models 

including incentive payments or alternative payment strucǘǳǊŜǎ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ 

                                                            
6 The Bipartisan Budget Act of 2018 (Public Law No. 115-123) amended section 1852(a) of the Social Security Act to 
expand the types of supplemental benefits that may be offered by MA plans to chronically ill enrollees. These include 
supplemental benefits that are not primarily health related and may be offered non-uniformly to eligible chronically 
ill enrollees. 
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should be developed under various authorities to allow best practices to be identified, tested, 

disseminated broadly, and scaled. 

 

This recommendation addresses the policy question of how the federal government can facilitate the 

ability of health plans, providers, and communities to address social risk factors and integrate health and 

social services. 

This recommendation to share best practices across providers goes hand-in-hand with Recommendations 

2.3-2.5 focǳǎƛƴƎ ƻƴ Ǌƛǎƪ ŀŘƧǳǎǘƳŜƴǘ ŀƴŘ ƻǘƘŜǊ ƳŜǘƘƻŘǎ ŦƻǊ ŀŎŎƻǳƴǘƛƴƎ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t 

programs. This Report recommends adjusting resource use and patient experience measures, but not 

process or outcome measures, for social risk. However, achieving the same high-quality outcomes may be 

more difficult for socially at-risk beneficiaries than for other beneficiaries. It is important to assist 

providers in achieving these high-quality outcomes for all beneficiaries with resources and tools, such as 

best practices, to achieve these outcomes. 

As more interventions are evaluated and the evidence of the effectiveness of different approaches grows, 

it is important to share this knowledge across the health care system. Currently, Quality Innovation 

Network Quality Improvement Organizations (QIN-QIOs) have an opportunity to identify and disseminate 

effective practices across providers.29 

 

This recommendation addresses the policy question of how the federal government can facilitate the 

ability of health plans, providers, and communities to address social risk factors and integrate health and 

social services. 

VBP programs provide incentives for medical providers and plans to build relationships with social service 

providers. Current chronic-care management services, paid for by Medicare in addition to office visits, 

include coordinating community and social services for beneficiaries with multiple chronic conditions.30 

bƻƴŜǘƘŜƭŜǎǎΣ ƻƴŜ ƻŦ ǘƘŜ ŎƻƳƳƻƴ ǘƘŜƳŜǎ ƛƴ ǘƘŜ ǎǳōƳƛǘǘŜŘ ǊŜǎǇƻƴǎŜǎ ǘƻ !{t9Ωǎ wCL ǿŀǎ ǘƘŜ ŘƛŦŦƛŎǳƭǘȅ ƻf 

coordinating social and medical services. Although non-profit hospitals are currently required to conduct 

community-needs assessments and provide community benefits, there is much more than can be done.31 

Health care providers can screen for social needs and refer beneficiaries to organizations that can address 

ǘƘƻǎŜ ƴŜŜŘǎΦ IƻǿŜǾŜǊΣ Ƴŀƴȅ wCL ǊŜǎǇƻƴŘŜƴǘǎ ōǊƻǳƎƘǘ ǳǇ ŎƘŀƭƭŜƴƎŜǎ ǘƻ ǘƘƛǎ άǎŎǊŜŜƴ ŀƴŘ ǊŜŦŜǊέ ŀǇǇǊƻŀŎƘΦ 

These included challenges in maintaining an up-to-date directory of social service providers, 

uƴŘŜǊǎǘŀƴŘƛƴƎ ŜƭƛƎƛōƛƭƛǘȅ ŎǊƛǘŜǊƛŀ ŦƻǊ ŘƛŦŦŜǊŜƴǘ ǎŜǊǾƛŎŜǎΣ άŎƭƻǎƛƴƎ ǘƘŜ ƭƻƻǇέ ŀŦǘŜǊ ŀ ǊŜŦŜǊǊŀƭ ƛǎ ƳŀŘŜ ǘƻ ŦƛƴŘ 

ƻǳǘ ǿƘŜǘƘŜǊ ǎŜǊǾƛŎŜǎ ǿŜǊŜ ŀŎǘǳŀƭƭȅ ǊŜŎŜƛǾŜŘΣ ŀƴŘ ǘƘŜ ŎŀǇŀŎƛǘȅ ƻŦ ǎƻŎƛŀƭ ǎŜǊǾƛŎŜǎ ǘƻ ƳŜŜǘ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ 

needs. Some providers and plans are going ōŜȅƻƴŘ άǎŎǊŜŜƴ ŀƴŘ ǊŜŦŜǊέ ǘƻ άǎŎǊŜŜƴ ŀƴŘ ǇǊƻǾƛŘŜέ ōȅ 

providing services, such as food or housing, in concert with community organizations. 

Recommendation 3.2: Learning networks, such as Quality Improvement Organizations (QIOs), 

should share best practices across providers. 

Recommendation 3.3: HHS should encourage medical providers and plans to build links with social 

service providers ǘƻ ōŜǘǘŜǊ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ. 
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Better coordination between medical and social service providers could reduce these challenges. 

Specifically, HHS could encourage more community relationships through some of the recommendations 

above, such as developing data collection/interoperability standards, developing and testing new models 

for addressing social risk, and working with providers to evaluate and disseminate best practices for 

addressing the social needs of beneficiaries through home and community based services and social 

supports. 

C. Summary of Recommendations 

¢ƘŜ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀǇǇǊƻŀŎƘ ǘƻ ŀŘŘǊŜǎǎƛƴƎ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ƛƴǘǊƻŘǳŎŜŘ ŀōove can 

be implemented in phases depending on the amount of development needed for each recommendation, 

as discussed earlier. Some recommendations can be implemented alone, while others should be 

implemented together to achieve the policy goals. For instance, implementing Recommendation 2.5 by 

removing peer grouping from the Hospital Readmissions Reduction Program (HRRP) and the CAI from the 

Medicare Advantage Star Ratings needs to be implemented along with additional actions and tools to help 

providers achieve high quality outcomes for all beneficiaries, such as adjustments to supplemental 

benefits and additional adjustments in payments to providers (Recommendation 3.1), a standard risk 

adjustment framework that includes functional risk adjustment (Recommendation 2.1), or including 

health equity measures or domains in VBP programs (Recommendation 1.3). 

For these reasons, the recommendations included in this Report may be implemented in two phases. 

Potential timing for implementing each recommendation is shown in Figure 1.6. 
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Figure 1.6. Implementation Phases for Recommendations 
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In particular, Recommendations 1.5, 1.6, 2.3, 2.4, and 2.5 address how to account for social risk in 

measures and programs, including both VBP programs and quality reporting programs. 

Table 1.1. Recommendations: Whether to Adjust for Social Risk Factors by Type of Measure and 
Program 

Measure Type Whether to Adjust for Social Risk Factors 

 Quality Reporting Programs VBP Programs 

Process Measures No No 

Outcome Measures No No 

Patient Experience Measures Yes Yes 

Resource Use Measures No Yes 

Program Performance Scores No No 

Note: VBP=value-based purchasing. 
 άbƻέ indicates a recommendation not to adjust for social risk factors.  
ά¸Ŝǎέ ƛƴŘƛŎŀǘŜǎ ŀ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ǘƻ ŀŘƧǳǎǘ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎΦ 

 Next Steps 

¢Ƙƛǎ wŜǇƻǊǘΩǎ ŀƴŀƭȅǎƛǎ ŀƴŘ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŀŘŘǊŜǎǎ ǘƘŜ ǇƻƭƛŎȅ ǉǳŜǎǘƛƻƴǎ Ǉǳǘ ŦƻǊǘƘ ƛƴ ǘƘŜ Lat!/¢ !ŎǘΦ 

However, they also raise additional questions and propose new policies that should be evaluated for their 

effectiveness of achieving the intended results and potential unintended consequences. 

A. Measure and Report Quality for Beneficiaries with Social Risk Factors 

The findings about the current state of data collection for social risk factors suggest some changes that 

could improve social risk data collection and use to improve health outcomes. First, social risk measures 

and data collection tools could be standardized across federal, state, and local programs. Additionally, 

within the health care system, social risk factors could be mapped to electronic health record (EHR) fields 

and/or diagnosis codes. Existing EHR fields and diagnosis codes could also be expanded to include 

ŀŘŘƛǘƛƻƴŀƭ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀƴŘ ƳƻǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎΦ aǳŎƘ ǿƻǊƪ ƛǎ ŀƭǊŜŀŘȅ 

being done to improve social risk data collection, but these are typically private efforts and many groups 

are working in the same area. As these efforts mature, it may be appropriate for the Department to set 

data collection standards and common data elements for social risk factors so that data can be collected 

in a systematic way and easily shared. Once this information is available, tracking progress in improving 

outcomes for socially at-risk beneficiaries will be important. 

B. Set High, Fair Quality Standards for All Beneficiaries  

These illustrate the difficulty of assessing the role of risk factors across measures, particularly when risk-

adjustment approaches differ so much between the various quality and resource use measures included 

ƛƴ aŜŘƛŎŀǊŜΩǎ ƴƛƴŜ ±.t ǇǊƻƎǊŀƳǎΦ ! ǎǘŀƴŘŀǊŘ Ǌƛǎƪ-adjustment approach that could be used across 

measures and programs, and modified as necessary and appropriate, would help to address this issue.  

This Report does not specify exactly which factors should be included in such a standard risk-adjustment 

approach, but the findings about the medical and social risk factors evaluated provide some insights. 
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Including functional risk adjustment would likely improve current medical risk adjustments that currently 

only use comorbidities. Including functional risk factors would also allow social risk to be assessed more 

accurately because some of the effect currently attributed to social risk may actually be due to functional 

risk. Additional analyses to determine which functional risk factors should be included is still needed. 

In terms of including social risk factors in the standard risk-ŀŘƧǳǎǘƳŜƴǘ ŀǇǇǊƻŀŎƘΣ ǘƘƛǎ wŜǇƻǊǘΩs findings 

suggest that including dual-enrollment status makes only small average differences in program impacts 

between safety-net or high-dual providers and other providers. In terms of additional sources of social 

risk information (beyond Medicare data), the findings suggest that dual-enrollment status is a good proxy 

for social risk, and adding any of the additional measures of social risk evaluated (including other Medicare 

or survey data) would not substantially improve the measure risk adjustment beyond what is achieved by 

including dual-enrollment status. Note, however, that the small sample sizes of the MCBS make the 

findings using this survey less conclusive; results from the forthcoming analysis using the American 

Community Survey may be different and shed more light on these conclusions. 

C. Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors 

Providing high-quality care for all beneficiaries requires understanding which approaches are successful 

for socially at-risk beneficiaries specifically. Such understanding in turn requires rigorous evaluations of 

current interventions to determine what works, and sharing and promoting best practices across the 

health care system. Since many current interventions include referrals to social service providers, the 

health care system needs community resources and links to social service providers to address 

ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ, as well as a better understanding of their efficacy. The cost of these 

interventions and services should also be evaluated to understand the additional resources needed to 

achieve high quality outcomes for socially at-risk beneficiaries. 

Equally important will be tracking supplemental benefits to address social needs provided by the 

promising flexible state and federal policies as they are implemented, including their success in improving 

health outcomes for socially at-risk populations. It will also be important to understand what 

supplemental benefits MA plans offer with the new flexibilities for supplemental benefits authorized by 

the CHRONIC Care Act, as well as the extent to which any additional benefits address Medicare 

ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎ ŀƴŘ impact quality and resource use measures. Additionally, by ensuring that 

the measures and programs are relevant for dually enrolled beneficiaries through reporting measures 

separately for dually enrolled and other beneficiaries and including health equity measures in VBP 

programs, aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ will be better able to incentivize high-quality care for socially at-risk 

beneficiaries. 

Beyond the specific approaches needed for socially at-risk beneficiaries, future work should evaluate the 

success of the move to value-based programs. Addressing social needs is only one part of moving to value-

based care. As new VBP programs are adopted and existing programs mature, it will be important to 

understand whether these programs are achieving their objectives and avoiding unintended 

consequences. 
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Chapter 1. Introduction 

In recent years, the U.S. Department of Health and Human Services has embraced value-based purchasing 

(VBP) ŀǎ ŀ ǎǘǊŀǘŜƎȅ ŦƻǊ ǘƘŜ aŜŘƛŎŀǊŜ ǇǊƻƎǊŀƳ ǘƻ ŀŎƘƛŜǾŜ ƎǊŜŀǘŜǊ ǾŀƭǳŜ ŦƻǊ ǘƘŜ ƴŀǘƛƻƴΩǎ ƘŜŀƭǘƘ ŘƻƭƭŀǊΣ ŀǎ 

measured by quality outcomes and cost of care. While definitions of VBP vary, the general policy 

objectives are to move away from fee-for-service payments, to pay for health care quality versus quantity 

of services provided, and to incentivize the provision of patient-centered, coordinated care. Under these 

policies, providersa that participate in Medicare are held financially accountable for both the cost and 

quality of health care services. While strong incentives for achieving VBP objectives are critical, it is also 

important to apply such incentives fairlyτthat is, to recognize when these incentives place plans or 

providers at a relative disadvantage. In this regard, there has been considerable discussion on whether 

VBP programs should account for differences in populations between providers and, in particular, 

whether programs should account for beneficiaries with social risk factors όŀƭǎƻ ƪƴƻǿƴ ŀǎ άǎƻŎƛŀƭ 

ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘέύςthat is, people for whom factors such as income, housing, social support, 

transportation, and nutrition might adversely affect access to health services or desired health 

outcomes.1-7 The ongoing transition to VBP has been accompanied by growing recognition that to achieve 

±.tΩǎ objectives, ǘƘŜ ƴŀǘƛƻƴΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ Ƴǳǎǘ ŘǊŀǿ ǳǇƻƴ ǎƻcial and community services 

to address social risk factors.8,9 This Report will explore emerging trends among providers who are 

addressing social risk factors in part by developing linkages with social service providers and other 

community-based organizations.  

Congress responded to the need to develop high-quality evidence to guide policy decisions about the role 

of social risk in VBP in part by calling for this Report. Section 2(d) of the Improving Medicare Post-Acute 

Care Transformation (IMPACT) Act of 2014 called for the Secretary of Health and Human Services (HHS), 

acting through the Office of the Assistant Secretary for Planning and Evaluation (ASPE), to conduct a study 

evaluating the effect of indivƛŘǳŀƭǎΩ ǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎ ό{9{ύ ƻƴ ǉǳŀƭƛǘȅ ƳŜŀǎǳǊŜǎ ŀƴŘ ƳŜŀǎǳǊŜǎ ƻŦ 

resource use under the Medicare program. The statute (the full legislative text of which can be found in 

ǘƘƛǎ ŎƘŀǇǘŜǊΩǎ ŀǇǇŜƴŘƛȄύ ǊŜǉǳƛǊŜǎ ŀ ǎǘǳŘȅ ǿƛǘƘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŦƻǳǊ ŎƻƳǇƻƴŜƴǘǎΥ 

¶ άStudy AΣέb which focused on SES information currently available in Medicare data, and Medicaid 

eligibility and urban-versus-rural location.c Study A introduced the broader concept of social risk 

factors to replace SES and was submitted as a Report to Congress in December 2016.  

¶ άStudy BΣέ ǿƘƛŎƘ expands the analyses by using non-Medicare datasets to examine the impact of 

risk factors on quality resource use, and other measures, is the subject of this Report.d Study B 

was due to the Congress in October 2019. 

                                                            
a Note that in this Report ǘƘŜ ǘŜǊƳ άǇǊƻǾƛŘŜǊǎέ ƛǎ ǳǎŜŘ ǘƻ ƛƴŘƛŎŀǘŜ ǇƘȅǎƛŎƛŀƴǎΣ ƘƻǎǇƛǘŀƭǎΣ dialysis facilities, nursing 
facilities, Medicare Advantage contracts, etc. 
b ¢ƘŜ ǘŜǊƳ ά{ǘǳŘȅ !έ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŜ ǎǘŀǘǳǘƻǊȅ ƳŀƴŘŀǘŜ ƛƴ section 2(d)(1)(A) of the Improving Medicare Post-Acute 
Care Transformation (IMPACT) Act of 2014. 
c Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Section 2(d)(1)(A) 
d Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Section 2(d)(1)(B) 
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¶ An examination of non-Medicare data sources to inform and contextualize Studies A and B 

focusing on data availability and use.a The National Academies of Science, Engineering, and 

Medicine (NASEM) prepared a set of five reports commissioned by ASPE and released in 2017 on 

this topic. This Report builds on and extends the NASEM data work.  

¶ Recommendations by the Secretary on 1) how CMS should obtain access to the necessary data on 

SES (if the data is not already being collected) and how to address barriers to access to the data, 

and 2) how CMS should account for SES in quality, resource use, and other measures and in 

payment adjustments based on those measures, if Studies A and B find a relationship between 

SES and quality and resource use measures. 

This Report presents the results of Study B, using both Medicare and non-Medicare data sources to 

ƳŜŀǎǳǊŜ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ, along with additional analyses of how the federal government 

can help providers and health plans provide high-quality care to all Medicare beneficiaries. In addition, 

this Report outlines policy options that could potentially address social risk factors, and quantifies the 

impact of these options on providers serving beneficiaries with social risk factors. It also expands on the 

data findings requested by the Congress in Study C. As required by statute, this Report provides evidence 

ŀƴŘ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ ƛǎǎǳŜ ƻŦ ŀŎŎƻǳƴǘƛƴƎ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ 

specifically. However, since VBP programs are only one part of the larger goal of providing high-value, 

patient-centered care, it also addresses the current state and future options for more comprehensively 

addressing and integrating social risk factors within the Medicare program and the broader health care 

system. 

 Value-based Purchasing and Social Risk Factors 

aŜŘƛŎŀǊŜΩǎ ǇŀȅƳŜƴǘ ǇǊƻƎǊŀƳǎ ƴƻǿ ōǊƻŀŘƭȅ ƭƛƴƪ the quality and efficiency of health care to payment. For 

ŜȄŀƳǇƭŜΣ aŜŘƛŎŀǊŜΩǎ IƻǎǇƛǘŀƭ ±ŀƭǳŜ-based Purchasing Program (HVBP) that began in fiscal year 2013 

(October 2012) reduces or increases ƘƻǎǇƛǘŀƭǎΩ aŜŘƛŎŀǊŜ ǇŀȅƳŜƴǘǎ ŦƻǊ ƛƴǇŀǘƛŜƴǘ ǎŜǊǾƛŎŜǎ based on 

performance on processes, outcomes, efficiency, and patient experience. In addition, the Hospital 

Readmissions Reduction program (HRRP) and the Hospital-Acquired Conditions Reduction Program 

(HACRP) reduce payments to hospitals based on their performance on quality measures. Additional VBP 

programs are underway or in development in nearly all Medicare settings, including the ambulatory 

domain for physicians and dialysis facilities, in the post-acute setting for skilled-nursing facilities and in 

home health agencies. In addition, Medicare Advantage (MA) Star Ratings affect quality bonus payment 

determinations and rebate retention allowances.  

To drive delivery system transformation, the Center for Medicare & Medicaid Innovation (CMMI) is 

authorized by statute to develop and test innovative delivery system and payment models expected to 

reduce program costs while preserving or enhancing quality of care. Alternative payment models (APMs), 

whether CMMI models or permanent programs such as the Medicare Shared Savings Program in 

                                                            
a Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Section 2(d)(1)(C) 
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Medicare, vary substantially, but these payment models generally offer incentive payments to provide 

high-quality and cost-efficient care.  

The movement to value-based payment has fueled current interest in social risk factors. Indeed, as 

payments are now tied to health outcomes, activity within the health care delivery system aimed at 

addressing non-medical factors that can affect health outcomes has grown rapidly. Delivery system 

transformation has created challenges and opportunities for addressing these social risk factors by:  

1. Raising important policy issues concerning whether and how to adjust quality measures and VBP 

performance scores for non-clinical patient characteristicsτspecifically social risk factors 

2. Raising awareness that non-medical factors such as social risk play a significant role in health 

outcomes and that the success of VBP may require integrating social services as an important 

component of coordinated, person-centered care 

¢ƘŜ ŦƛǊǎǘ ƻŦ ǘƘŜǎŜ ƛǎǎǳŜǎ ƛǎ ǊŜƭŀǘŜŘ ǘƻ ōŀƭŀƴŎƛƴƎ ±.tΩǎ ƛƴŎŜƴǘƛǾŜǎ ŦƻǊ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ǿƛǘƘ ŦŀƛǊƴŜǎǎ ǘƻ 

providers and plans serving beneficiaries who present challenges in achieving better outcomesτ

particularly beneficiaries at social risk. The clear intention of VBP is to reward high-quality care and 

penalize poor quality.10 VBP focuses on payment and delivery models that better coordinate and integrate 

care, a potentially powerful tool for improving outcomes for high-risk individuals.11 On the other hand, 

the unique characteristics of socially at-risk people may mean that they are more likely experience worse 

outcomes, even if the best care possible is provided to them.12 Thus, it may be more difficult for plans or 

providers that treat a disproportionate share of socially at-risk individuals to perform as well as their 

counterparts treating more advantaged individuals others even if they offer objectively similar or better 

quality-of-care.13 If providers, especially those who serve socially at-risk beneficiaries, feel that they are 

more likely to be penalized under VBP due to the population they serve, they may be discouraged from 

joining VBP models with greater accountability.14-17 

The second issue recognizes that not addressing these concerns head-on could jeopardize the ability to 

ŀŎƘƛŜǾŜ ±.tΩǎ ǇƻƭƛŎȅ ƻōƧŜŎǘƛǾŜǎΦ ¢ƘŜ ŜƳǇƘŀǎƛǎ ƻƴ ŎǊŜŀǘƛƴƎ ŀ ƘƛƎƘ-value health care delivery system has 

renewed awareness that medical care is only one of many factors that directly affect health outcomes. 

Indeed, some argue that social risk factors may play a larger role in this respect than medical care.18 Yet 

providers may be discouraged from investing in infrastructure to address social risk factors at the 

community level if initiatives to transform delivery systems do not account for the additional resources, 

tools, and community partnerships needed to address social risk factors and improve health outcomes 

and population health.19,20  

A recent survey, for example, found that nearly three-quarters of hospitals do not have dedicated funds 

to address the social needs of target populations.21 For current Medicare APMs, Medicare payment 

formulas established by Congress limit which services can be paid. At the same time, broad population 

health models will need to engage multi-sectoral stakeholders, including public health agencies, health 

care providers, social service providers, and community organizations, to comprehensively address 

policies and community infrastructure needs that influence health outcomes. Strategies for better 

incorporating social risk factors into care regimens include: better coordination among health care 
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providers, coordination between health care and social service providers, incorporating community 

resources, and rethinking traditional insurance benefit packages. All these strategies will require a new 

and improved data infrastructureτthat is, one that collects and standardizes social risk data elements 

and makes them easily available across plans, providers, and community participants. 

 Policy Questions and Goals 

This Report to Congress is intended to address and inform both of the important policy issues described 

above. The research, policy analyses, and recommendations contained in the Report are guided by the 

following three policy questions: 

1. {ƘƻǳƭŘ ǎƻƳŜ ƻǊ ŀƭƭ ƻŦ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎ ŀŎŎƻǳƴǘ ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ōȅ ŀŘƧǳǎǘƛƴƎ ƳŜŀǎǳǊŜǎ 

and/or payment? 

2. {ƘƻǳƭŘ II{ ǊƻǳǘƛƴŜƭȅ ŎƻƭƭŜŎǘ ƳƻǊŜ ŜȄǘŜƴǎƛǾŜ ŀƴŘ ŘŜǘŀƛƭŜŘ Řŀǘŀ ƻƴ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎtors 

than is currently available? 

3. How can HHS achieve better outcomes for all Medicare beneficiaries by facilitating the ability of 

providers and communities to address social risk factors and integrate health and social services? 

This Report reflects the requirements of the IMPACT Act, both the studies and recommendations, and the 

rapidly emerging issues and evidence available since the completion of Study A. The first two policy 

questions respond directly to the requirements of the IMPACT Act. The third question, while not explicitly 

required, speaks to the more comprehensive issues of addressing social risk factors as part of a system 

that provides high-value, patient-centered care.  

This Report will address these questions with the following goals in mind: 

1. Improve overall health care quality and outcomes for Medicare beneficiaries 

2. Foster health equity throughout the health care delivery system 

 Structure of This Report  

This Report is divided into four sections. Section One introduces the Report. Section Two presents 

quantitative analyses of the role of social and medical risk in quality measures and VBP programs using 

new data sources. Section Three includes qualitative analyses of emerging areas in addressing social risk 

in the Medicare program. Section Four summarizes findings and recommendations. 

In the first section, following this Introduction, Chapter 2 provides a comprehensive description and 

ŘŜŦƛƴƛǘƛƻƴ ƻŦ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ όάǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘέύΦ /ƘŀǇǘŜǊ о ǎŜǘǎ ǘƘŜ ǎǘŀƎŜ ŦƻǊ ǘƘŜ ƴŜǿ 

anaƭȅǎŜǎ ōȅ ǊŜǾƛŜǿƛƴƎ {ǘǳŘȅ !Ωǎ ŦƛƴŘƛƴƎǎ ŀƴŘ ƛŘŜƴǘƛŦȅƛƴƎ ǳƴŀƴǎǿŜǊŜŘ ǉǳŜǎǘƛƻƴǎ ǘƘŀǘ ǘƘƛǎ wŜǇƻǊǘ ǿƛƭƭ 

address. 

Section Two, the quantitative analyses, begins with a discussion of the research questions and analytic 

approach employed to address them. It then presents results from quantitative analyses of additional 

data sources for both social and functional risk data. This section builds directly on work from Study A, 
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adding new functional and social risk factors not evaluated in the first Report. This second section also 

ǇǊŜǎŜƴǘǎ ŀ ŦǊŀƳŜǿƻǊƪ ŦƻǊ ǘƘƛƴƪƛƴƎ ŀōƻǳǘ ǎƻŎƛŀƭ ŀƴŘ ƳŜŘƛŎŀƭ Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎΦ  

The quantitative analyses described in Section Two involve: 1) functional risk factors using Medicare 

claims, 2) social and medical risk factors using the Medicare Current Beneficiary Survey (MCBS), and 3) 

planned analyses of the American Community Survey (ACS) that could not be included in this Report as 

the data was not yet available at the time of submission. These analyses address the following research 

questions based on those examined in Study A: 

1. What is the association between social risk factors, medical risk factors, and patient outcomes on 

Medicare quality and resource use measures? 

2. What is the association between social risk factors, medical risk factors, and provider performance 

on Medicare quality and resource use measures? 

3. How would accounting for social risk or unmeasured medical risk affect provider performance on 

quality and resource use measures and in quality programs? 

Section Three on addressing social risk in the Medicare program focuses on the policy question of how 

HHS can support the provision of quality care for socially at-risk beneficiaries. It considers two important 

ŀǊŜŀǎΥ ǎƻŎƛŀƭ Ǌƛǎƪ Řŀǘŀ ŀƴŘ ǇǊŀŎǘƛŎŜǎ ǘƻ ŀŘŘǊŜǎǎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ social risk factors. It includes case studies of 

how electronic health records (EHR) vendors are incorporating social risk factors into their products and 

also how MA ƘŜŀƭǘƘ Ǉƭŀƴǎ ŀǊŜ ŀŘŘǊŜǎǎƛƴƎ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǎƻŎƛŀƭ ƴŜŜŘǎΦ This section also includes responses 

submitted to a request for information on provider and health plan approaches to improving care for 

Medicare beneficiaries with social risk factors.  

The last section, Section Four, uses the findings throughout this Report for policy analyses and 

recoƳƳŜƴŘŀǘƛƻƴǎΦ ¢ƘŜ ǎŜŎǘƛƻƴΩǎ ŦƛǊǎǘ ŎƘŀǇǘŜǊ ǇǊŜǎŜƴǘǎ ǘƘŜ ŎǊƛǘŜǊƛŀ ǳǎŜŘ ǘƻ ŀƴŀƭȅȊŜ ƻǇǘƛƻƴǎ ŦƻǊ ŀŎŎƻǳƴǘƛƴƎ 

ŦƻǊ ǎƻŎƛŀƭ Ǌƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±.t ǇǊƻƎǊŀƳǎΦ ¢ƘŜ ƴŜȄǘ ŎƘŀǇǘŜǊ ƛƴŎƭǳŘŜǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŦƻǊ ŀŘŘǊŜǎǎƛƴƎ 

the policy questions presented above, guided by the three-part Strategy for Accounting for Social Risk in 

aŜŘƛŎŀǊŜΩǎ VBP Programs ƛƴǘǊƻŘǳŎŜŘ ƛƴ {ǘǳŘȅ !Φ ¢ƘŜ Ŧƛƴŀƭ ŎƘŀǇǘŜǊ ǎǳƳƳŀǊƛȊŜǎ ŀƭƭ ǘƘŜ wŜǇƻǊǘΩǎ ŦƛƴŘƛƴƎǎ 

and lays out next steps for an HHS-wide strategy. 
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Chapter 2. Social Risk and Health Care 

The United States, despite having many relatively worse health outcomes, including life expectancy, has 

higher spending on health care, as a percent of gross domestic product (GDP) than all other high-income 

countries belonging to the Organisation for Economic Cooperation and Development (OECD) (Figure 2.1).1  

Figure 2.1. Health and Social Spending for OECD Countries 

 

Notes: From OECD published data for 2014. Social spending includes cash benefits, direct in-kind provision of goods and services, 
and tax breaks with social purposes. Health spending includes health services and administration. OECD=Organisation for 
Economic Co-operation and Development. 

Recent efforts to quantify the contributions of different factors to health outcomes have suggested that 

social and economic factors may play a larger role than clinical care. For example, the County Health 

Rankings weights social and economic factors as the largest contributor to overall length and quality of 

life at 40%, while clinical care (both quality and access) contributes only 20% (Figure 2.2). 



Chapter 2: Social Risk and Health Care 

March 2020  REPORT TO CONGRESS 46 

Figure 2.2. Relative Contribution of Factors to Health Outcomes  

 
Source: Booske BC, Athens JK, Kindig DA, Park H, Remington PL. Different Perspectives for Assigning Weights to Determinants of 
Health. University of Wisconsin: Population Health Institute; 2010 February. 
http://www.countyhealthrankings.org/sites/default/files/differentPerspectivesForAssigningWeightsToDeterminantsOfHealth.p
df. 

Such findings suggest that addressing the relatively high spending and worse outcomes in the United 

States will require better aligning health and human services programs by thinking differently about 

health care payment and health service delivery.1 hƴŜ ƻŦ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ǇǊƛƻǊƛǘƛŜǎ ƛǎ ǾŀƭǳŜ-based care, 

or transforming the health care system to one that pays for outcomes and health, rather than only for 

services delivered.2 Value-based care includes addressing factors beyond health services that contribute 

to health outcomes. Efforts to shift the current health care reimbursement system from fee-for-service to 

one driven by value and health outcomes have been underway for years in the U.S., starting with quality 

reporting and pay-for-ǇŜǊŦƻǊƳŀƴŎŜ ǇǊƻƎǊŀƳǎΦ ¢ƘŜ aŜŘƛŎŀƛŘ ǇǊƻƎǊŀƳΩǎ options for home and community-

based services in lieu of institutional care, beginning in 1981, to enable the elderly and the disabled to 

continue to live in their communities is another example of this shift. Additional support came when the 

Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014 required studies evaluating 

ǘƘŜ ŜŦŦŜŎǘ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎΩ ǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎ ό{9{ύ ƻƴ ǉǳŀƭƛǘȅ ƳŜŀǎǳǊŜǎ ŀƴŘ ƳŜŀǎǳǊŜǎ ƻŦ ǊŜǎƻǳǊŎŜ ǳǎŜ 

under the Medicare program. 

Overall, however, the current health care delivery system still focuses largely on medical care rather than 

the role of social and economic factors on either access to care or health outcomes. Public programs have 

rules about what services can be reimbursed using federal dollars: historically, health care expenditures 

have been limited to treating illness and injury plus certain preventive services.  

 Defining Social Risk 

The terƳǎ άǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘέ ŀƴŘ άǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎέ both describe the social and economic 

factors that may affect access to care or health outcomes, although there are numerous definitions of 

these terms, some more widely used than others. Socioeconomic status (SES) is typically included as one 
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of the many social risk factors, along with factors such as social support, community context, and the built 

environment. 

A. Social Determinants of Health 

¢ƘŜ Ƴƻǎǘ ŎƻƳƳƻƴ ŘŜŦƛƴƛǘƛƻƴ ƻŦ άǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘέ ŎƻƳŜǎ ŦǊƻƳ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ 

hǊƎŀƴƛȊŀǘƛƻƴΩǎ ό²IhΩǎύ /ƻƳƳƛǎǎƛƻƴ ƻƴ {ƻŎƛŀƭ 5ŜǘŜǊƳƛƴŀƴǘǎ ƻŦ IŜŀƭǘƘ ƛƴ нллуΦ ¢ƘŜ /ƻƳƳƛǎǎƛƻƴ ŘŜŦƛƴŜǎ 

ǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘ ŀǎ άThe conditiƻƴǎ ƛƴ ǿƘƛŎƘ ǇŜƻǇƭŜ ŀǊŜ ōƻǊƴΣ ƎǊƻǿΣ ƭƛǾŜΣ ǿƻǊƪΣ ŀƴŘ ŀƎŜέ ŀƴŘ 

include three types of determinants: (1) socioeconomic and political context; (2) structural determinants 

and socioeconomic position; and (3) intermediary determinants (health behaviors and physiological 

factors; health systems).3 

The U.S. Centers for Disease Control and Prevention (CDC) and Healthy People 2020, a government-led 

ƴŀǘƛƻƴŀƭ ŜŦŦƻǊǘ ǘƻ ǎŜǘ Ǝƻŀƭǎ ǘƻ ƛƳǇǊƻǾŜ !ƳŜǊƛŎŀƴǎΩ ƘŜŀƭǘƘΣ ǳǎŜ ŀ ǎƭƛƎƘǘƭȅ ƳƻŘƛŦƛŜŘ ǾŜǊǎƛƻƴ ƻŦ ǘƘŜ ²Ih 

definition. The CD/ ŘŜŦƛƴŜǎ ǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘ ŀǎ άŎƻƴŘƛǘƛƻƴǎ ƛƴ ǘƘŜ ǇƭŀŎŜǎ ǿƘŜǊŜ ǇŜƻǇƭŜ ƭƛǾŜΣ 

ƭŜŀǊƴΣ ǿƻǊƪΣ ŀƴŘ Ǉƭŀȅέ ŀƴŘ ƛƴŎƭǳŘŜǎ ŦƛǾŜ ŘŜǘŜǊƳƛƴŀƴǘǎΥ όмύ ŜŎƻƴƻƳƛŎ ǎǘŀōƛƭƛǘȅΤ όнύ ŜŘǳŎŀǘƛƻƴΤ όоύ ǎƻŎƛŀƭ ŀƴŘ 

community context; (4) health and health care; and (5) neighborhood and built environment.4 Healthy 

tŜƻǇƭŜ нлнл ǳǎŜǎ ǘƘƛǎ ŘŜŦƛƴƛǘƛƻƴΥ ά/ƻƴŘƛǘƛƻƴǎ ƛƴ ǘƘŜ ŜƴǾƛǊƻƴƳŜƴǘǎ ƛƴ ǿƘƛŎƘ ǇŜƻǇƭŜ ŀǊŜ ōƻǊƴΣ ƭƛǾŜΣ ƭŜŀǊƴΣ 

work, play, worship, and age that affect a wide range of health, functioning, and quality-of-life outcomes 

and Ǌƛǎƪǎέ ǿƛǘƘ ǘƘŜ ǎŀƳŜ ŦƛǾŜ ŘŜǘŜǊƳƛƴŀƴǘǎ ŀǎ ǘƘŜ /5/Φ5 

In a recent article on definations related to social determinants of health, Alderwick and Gottlieb 

ŘƛŦŦŜǊŜƴǘƛŀǘŜ ǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ŦǊƻƳ ƻǘƘŜǊ ǊŜƭŀǘŜŘ ǘŜǊƳǎ ǿƛǘƘ ǘƘŜ ƛŘŜŀ ǘƘŀǘ άSocial determinants shape 

health for better or worse.έ6 In this sense, social determninants include both social risk factors (discussed 

below) and protective factors (community resources, resilience, hardiness, and other factors) that reduce 

or mitigate social risk factors. Protective factors exist in every community and provide foundational 

resources to build upon or improve community social health. 

B. Social Risk Factors 

!ƴ ŀƭǘŜǊƴŀǘƛǾŜ ōǳǘ ƭŜǎǎ ŎƻƳƳƻƴ ǘŜǊƳ άǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎΣέ ŘŜŦƛƴŜŘ ƛƴ ǘƘŜ bŀǘƛƻƴŀƭ !ŎŀŘŜƳȅ ƻŦ {ŎƛŜƴŎŜǎΣ 

Engineering, and Medicine (NASEM) Committee on Accounting for Socioeconomic Status in Medicare 

tŀȅƳŜƴǘ tǊƻƎǊŀƳǎΩ ǊŜǇƻǊǘ ά!ŎŎƻǳƴǘƛƴƎ ŦƻǊ {ƻŎƛŀƭ wƛǎƪ CŀŎǘƻǊǎ ƛƴ aŜŘƛŎŀǊŜ tŀȅƳŜƴǘΥ LŘŜƴǘƛŦȅƛƴƎ {ƻŎƛŀƭ wƛǎƪ 

CŀŎǘƻǊǎΦέ ¢Ƙƛǎ ǊŜǇƻǊǘ ŘŜŦƛƴŜǎ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀǎ άŀ ǎŜǘ ƻŦ constructs that capture the key ways in which 

social processes and social relationships could influence key health-ǊŜƭŀǘŜŘ ƻǳǘŎƻƳŜǎΦέ ¢Ƙƛǎ ǊŜǇƻǊǘ ƭƛǎǘǎ 

five factors: (1) socioeconomic position; (2) race, ethnicity and cultural context; (3) gender; (4) social 

relationships; (5) residential and community context.7 ¢ƘŜ ŦƛǊǎǘ ƻŦ ǘƘŜǎŜ ŦŀŎǘƻǊǎΣ άǎƻŎƛƻŜŎƻƴƻƳƛŎ ǇƻǎƛǘƛƻƴΣέ 

includes measures of income, wealth, education, and occupation and is used instead of the term 

άǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎΦέ7  

The NASEM report suggests using the term άǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎέ ǘƻ άōǊƻŀŘƭȅ ŎƘŀǊŀŎǘŜǊƛȊŜ a set of constructs 

that capture the key ways in which social processes and social relationships could influence key health-

ǊŜƭŀǘŜŘ ƻǳǘŎƻƳŜǎ ƛƴ aŜŘƛŎŀǊŜ ōŜƴŜŦƛŎƛŀǊƛŜǎΦέ7 This term better recognizes the role of individual resilience, 

beliefs, attitudes, values, choices, and behaviors in health outcomes, in addition to the societal factors 
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ǘƘŀǘ Ƴŀȅ ōŜ ƭŜǎǎ ǎǳōƧŜŎǘ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƻƴǘǊƻƭΦ As such, social factors alone do not determine health 

ƻǳǘŎƻƳŜǎΣ ŀƴŘ ǘƘƛǎ wŜǇƻǊǘ ǳǎŜǎ ǘƘŜ ǘŜǊƳ άǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎέ ƛƴ ǇǊŜŦŜǊŜƴŎŜ ǘƻ ǘƘŜ ǘŜǊƳ άǎƻŎƛŀƭ 

ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘΦέ 

Similarly, in their article !ƭŘŜǊǿƛŎƪ ŀƴŘ DƻǘǘƭƛŜō ŘŜŦƛƴŜ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀǎ άǎǇŜŎƛŦƛŎ ŀŘǾŜǊǎŜ ǎƻŎƛŀƭ 

conditions that are associateŘ ǿƛǘƘ ǇƻƻǊ ƘŜŀƭǘƘέ ŀǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ƭŜǾŜƭΦ6 They and others further define 

social needs as the risk factors that an indivudal prioritizes to address.6,8 

C. Socioeconomic Status 

The Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014 required studies 

evaluating the effect of social risk factors including ƛƴŘƛǾƛŘǳŀƭǎΩ ǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎ ό{9{ύ ƻƴ ǉǳŀƭƛǘȅ 

measures and measures of resource use under the Medicare program. Socioeconomic status is typically 

included as one of the many social risk factors, along with factors such as social support, community 

ŎƻƴǘŜȄǘΣ ŀƴŘ ǘƘŜ ōǳƛƭǘ ŜƴǾƛǊƻƴƳŜƴǘΦ ¢ƘŜ b!{9a ǊŜǇƻǊǘ ǳǎŜŘ ǘƘŜ ǘŜǊƳ άǎƻŎƛƻŜŎƻƴƻƳƛŎ Ǉƻǎƛǘƛƻƴέ ŀƴŘ 

includes measures of income, wealth, education, and occupation.7 

D. Conceptual Models 

Different conceptual models may be used to represent the role of social risk in health outcomes. These 

models are not necessarily alternatives to the definition of social risk described above, but rather 

complementary ways to understand how social risk influences individuals and their health. 

Although these models are not explicitly referred to in later chapters of the Report, they are important 

context in understanding why and how social risk factors are related to health outcomes. Each of these 

models is evidence-based and describes a different potential pathway between social risk factors and 

health outcomes. Therefore, at the individual-ƭŜǾŜƭΣ ŀ ǎƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊ Ƴŀȅ ƛƴŦƭǳŜƴŎŜ ŀ ǇŜǊǎƻƴΩǎ ƘŜŀƭǘƘ 

through one or more of the pathways described in the models. The analytic sections of this Report will 

evaluate the relationship between specific social risk factors and health outcomes, but not necessarily the 

pathway of this relationship. 

 Health Care Access Model 

Models of health care access, often include social risk and the NASEM used one such model in their report 

(Figure 2.3). Using this framework, social risk factors such as socioeconomic position, gender, and social 

ǊŜƭŀǘƛƻƴǎƘƛǇǎ ƛƴŦƭǳŜƴŎŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƭƛƴƛŎŀƭ ŀƴŘ ōŜƘŀǾƛƻǊŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎΦ ¢Ƙese social risk factors, 

together with the ƛƴŘƛǾƛŘǳŀƭΩǎ ŘŜŎƛǎƛƻƴǎ and behaviors, afŦŜŎǘ ǘƘŀǘ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǳǘƛƭƛȊŀǘƛƻƴΣ 

which in turn leads to specific health outcomes.7 
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Figure 2.3. Health Care Access Model for Social Risk Factors 

 
Source: National Academies of Sciences, Engineering, and Medicine. Accounting for Social Risk Factors in Medicare Payment: 
Identifying Social Risk Factors. Washington, DC: The National Academies Press; 2016 July 12. 
https://www.nap.edu/catalog/21858/accounting-for-social-risk-factors-in-medicare-payment-identifying-social. 

For example, income, a component of the socioeconomic position risk factor (first column of the diagram), 

Ƴŀȅ ŀŦŦŜŎǘ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀōƛƭƛǘȅ ǘƻ Ǉŀȅ ŦƻǊ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ ¢Ƙƛǎ ƭƛƳƛǘŜŘ ŀōƛƭƛǘȅ ŀŦŦŜŎǘǎ ǘƘŜ ǇŜǊǎƻƴΩǎ ŀŎŎŜǎǎ 

to care (second column of the diagram) as they cannot get unaffordable health services (third column of 

the diagram). Undiagnosed conditions or missed treatments may in turn lead to poor health outcomes 

(last column of the diagram). 

 Ecologic Model 

{ƻŎƛŀƭ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀǊŜ ƻŦǘŜƴ ŎŀǘŜƎƻǊƛȊŜŘ ŀǎ άǳǇǎǘǊŜŀƳέ ƻǊ άŘƻǿƴǎǘǊŜŀƳέ Řeterminants of health 

depending on how they are assessed (Figure 2.4). Downstream determinants (health services such as 

ǘǊŜŀǘƳŜƴǘ ƻŦ ŘƛǎŜŀǎŜύ ŀƴŘ ƳƛŘǎǘǊŜŀƳ ŘŜǘŜǊƳƛƴŀƴǘǎ όŀŘŘǊŜǎǎƛƴƎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎƻŎƛŀƭ ƴŜŜŘǎ ǎǳŎƘ ŀǎ ōȅ 

providing healthy meals or transportation) are localized factors that can be addressed at the individual 

levelΣ ǿƛǘƘ ŀ ŘƛǊŜŎǘ ǊŜƭŀǘƛƻƴǎƘƛǇ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘΦ ¦ǇǎǘǊŜŀƳ ŘŜǘŜǊƳƛƴŀƴǘǎ όǎǳŎƘ ŀǎ ŀƛǊ ǉǳŀƭƛǘȅ ƻǊ 

availability of low-income housing) are targeted at multiple individuals or communities.9 Upstream 

ŘŜǘŜǊƳƛƴŀƴǘǎ ƘŀǾŜ ŀ ǎƳŀƭƭŜǊ ŜŦŦŜŎǘ ƻƴ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ ōǳǘ ŀŦŦŜŎǘ ƳƻǊŜ ƛƴŘƛǾƛŘǳŀƭǎ ƻǾŜǊŀƭƭΦ5,10 

Factors in the ecologic model can be either social risk factors or protective factors that mitigate social risk. 

https://www.nap.edu/catalog/21858/accounting-for-social-risk-factors-in-medicare-payment-identifying-social
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Figure 2.4. Ecologic Model for Social Risk Factors 

 
Modified from: Castrucci B, Auerbach J. Meeting Individual Social Needs Falls Short of Addressing Social Determinants of Health. 
Health Affairs Blog. January 16, 2019. (Accessed June 14, 2019, at 
https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/.) 

As opposed to the health care access model, the ecologic model does not show a multi-step pathway 

between social risk factors and health outcomes, but instead categorizes determinants or interventions 

by how targeted or diffuse they are. For example, housing instability can be addressed through various 

interventions. Selecting appropriate medications that do not need to be refrigerated for a homeless 

beneficiary would be a targeted, downstream intervention ŀŘŘǊŜǎǎƛƴƎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘΦ Providing 

temporary housing after hospitalization for homeless beneficiaries is a more midstream, but still fairly 

targeted intervention. However, changing zoning regulations to increase low-income housing in a 

community is diffuse, upstream intervention addressing the needs of the entire community. 

 Life Course Model 

A final conceptual model to understand social risk factors is the life course framework. Under this model, 

ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎǳǊǊŜƴǘ ƘŜŀƭǘƘ ƛǎ ƛƴŦƭǳŜƴŎŜŘ ōȅ ǘƘŜ ŀƎƎǊŜƎŀǘŜ ƻŦ ǘƘŀǘ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎƻŎƛŀƭ Ǌƛǎƪ ƻǾŜǊ ǘƘŜ ƭƛŦŜǎǇŀƴ 

(Figure 2.5). This includes childhood and parental factors, adult factors, and family in adulthood.11 

https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/
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Figure 2.5. Life Course Model for Social Risk Factors

 

Adapted from: Braveman P, Egerter S, Williams DR. The Social Determinants of Health: Coming of Age. Annual Review of Public 
Health 2011;32:381-98. doi:10.1146/annurev-publhealth-031210-101218. 

For example, early childhood experiences are associated with physical, behavioral, and cognitive 
development, which in turn influence ŜŘǳŎŀǘƛƻƴŀƭ ŀǘǘŀƛƴƳŜƴǘΦ !ƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŜŘǳŎŀǘƛƻƴŀƭ ŀǘǘŀƛƴƳŜƴǘ ƛǎ 
associated not only with their own health, but also the environment of their children, beginning the cycle 
again. 
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Chapter 3. IMPACT Study A 

This chapter provides an overview of the specific tasks requested by Congress for Study A, submitted in 

ǘƘŜ 5ŜŎŜƳōŜǊ нлмс wŜǇƻǊǘ ǘƻ /ƻƴƎǊŜǎǎΦ .ȅ ǊŜǾƛŜǿƛƴƎ ǘƘƛǎ ǎǘǳŘȅΩǎ ŦƛƴŘƛƴƎǎ ŀƴŘ ǘƘŜ ǎǘǊŀǘŜƎƛŜǎ ŦƻǊ 

addressing social risk it identified, this chapter provides context for understanding how this Report (Study 

B) addresses remaining questions. 

 Study A 

Study A was submitted as a Report to Congress in December 2016. For that Report, the Assistant Secretary 

for Planning and Evaluation (ASPE) was tasked with using existing Medicare data to evaluate the role of 

ǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎ ό{9{ύ ƛƴ aŜŘƛŎŀǊŜΩǎ ǾŀƭǳŜ-based purchasing (VBP) programs across care settings. 

One of the first steps ASPE took under the IMPACT Act work was to ask the National Academies of 

Sciences, Engineering, and Medicine (NASEM) to define and conceptualize socioeconomic status for the 

purposes of Study A and Study B (this Report). The NASEM convened a panel of experts in the field, who, 

after conducting an extensive literature review, concluded, as explained more fully in Chapter 2, that the 

appropriate framework would be that of social risk factors instead of socioeconomic status. Social risk 

factors include socioeconomic position, race, ethnicity, gender, social context, and community context.1 

These factors are discussed at length in the Study A Report and the NASEM reports.1 

Study A evaluated the role of social risk across the nine VBP programs that existed when the Report was 

submitted. Available Medicare data included the following social risk factors: 1) dual enrollment in 

Medicare and Medicaid (a marker for low income), 2) residence in a low-income area, 3) Black race, 4) 

Hispanic ethnicity, and 5) residence in a rural area. Disability was also examined because it is related to 

many social risk factors, was available in claims data, and was already used in some Medicare payment 

calculations. Providersa in the top quintile for proportion of their beneficiaries with each social risk factor 

(for example, the physicians with the highest proportion of dually enrolled beneficiaries) were considered 

άǎŀŦŜǘȅ-ƴŜǘέ ǇǊƻǾƛŘŜǊǎ ƛƴ Study A.  

A. Findings 

Study A had two main findings. 

FINDING 1: Beneficiaries with social risk factors had worse outcomes on many quality measures, 

regardless of the providers they saw, and dual-enrollment status was the most powerful predictor of 

poor outcomes.  

Beneficiaries with social risk factors had poorer outcomes on many quality measures, including process 

measures (e.g., cancer screening), clinical outcome measures (e.g., diabetes control, readmissions), safety 

(e.g., infection rates), and patient experience measures (e.g., communication from doctors and nurses), 

                                                            
a Note that in this Report ǘƘŜ ǘŜǊƳ άǇǊƻǾƛŘŜǊǎέ ƛǎ ǳǎŜŘ ǘƻ ƛƴŘƛŎŀǘŜ ǇƘȅǎƛŎƛŀƴǎΣ ƘƻǎǇƛǘŀƭǎΣ Řƛŀƭȅǎƛǎ ŦŀŎƛƭƛǘƛŜǎΣ ƴǳǊǎƛƴƎ 
facilities, Medicare Advantage contracts, etc. 
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as well as higher resource use (e.g., higher spending per hospital admission episode). This finding 

remained true even when comparing beneficiaries at the same hospital, health plan, accountable care 

organization (ACO), physician group, skilled nursing facility, or home health agency. Dual enrollment in 

Medicare and Medicaid was typically the most powerful predictor of poor performance among those 

social risk factors examined, although the relationship between dual enrollment and outcomes varied 

across quality and resource use measures. For the most part, these findings were moderate in size (dually 

enrolled beneficiaries had 10-30% increase in poor outcomes like admission, readmission, and mortality) 

and persisted after risk adjustment, as well as across care settings, measure types, and programs. 

FINDING 2: Providers that disproportionately served beneficiaries with social risk factors tended to have 

worse performance on quality measures, even after accounting for their beneficiary mix. Under all five 

value-based purchasing programs in which penalties were assessed in 2016, these providers 

experienced somewhat higher penalties than did providers serving fewer beneficiaries with social risk 

factors. 

In every care setting examined, providers that disproportionately cared for beneficiaries with social risk 

factors tended to perform worse than their peers on quality measures. Some of these differences were 

driven by beneficiary mix, but some persisted even after adjusting for beneficiary characteristics. As a 

result, safety-net providers were more likely to face financial penalties across all five operational Medicare 

VBP programs in which penalties were assessed, including programs in the hospital, physician group, and 

dialysis facility settings. Medicare Advantage (MA) organizations caring for more socially at-risk 

beneficiaries were also less likely to receive bonuses. The single exception was that ACOs with a high 

proportion of dually enrolled beneficiaries were more likely to share in savings under the Medicare Shared 

Savings Program, despite slightly worse quality scores.  

Study A examined several options for accounting for social risk in VBP measures and programs, including 

risk adjusting measures and assigning penalties within peer groups. Although the social risk factor of dual 

enrollment was generally a statistically significant predictor of poor outcomes, adding dual enrollment to 

measure risk adjustment had a small effect on average penalties or bonus payments for most VBP 

programs. Assigning penalties within peer groups was more effective at equalizing payment adjustments 

between safety-net and other providers. 

Importantly, in every setting, be it hospital, health plan, ACO, physician group, skilled nursing facility, or 

home health agency, some providers serving a high proportion of beneficiaries with social risk factors did 

achieve high levels of performance. This suggests that high performance is feasible with the right 

strategies and supports. 

B. Strategies and Considerations 

¢ƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ Ǝƻŀƭ ƛǎ ǘƻ ŘŜǾŜƭƻǇ VBP programs under which all Medicare beneficiaries receive the 

highest quality health care services. In the context of the findings from Study A, it is clear that doing so 

requires a multipronged approach. Proposed solutions that only account for social risk in quality measures 

or program adjustments without considering the broader delivery system and policy context are unlikely 

to fully mitigate the relationship between social risk factors and outcomes. Leveraging VBP programs 
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carefully was deemed critical to enhancing, rather than threatening, access to and provision of high-

quality care for beneficiaries with social risk factors. To this end, the Department proposed three 

strategies ŦƻǊ !ŎŎƻǳƴǘƛƴƎ ŦƻǊ {ƻŎƛŀƭ wƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ VBP Programs (Figure 3.1):  

Figure 3.1. Strategies ŦƻǊ !ŎŎƻǳƴǘƛƴƎ ŦƻǊ {ƻŎƛŀƭ wƛǎƪ ƛƴ aŜŘƛŎŀǊŜΩǎ ±ŀƭǳŜ-Based Purchasing Programs 

 

The first strategy requires that performance on quality and outcomes be measured and reported 

specifically for beneficiaries with social risk factors to allow policymakers and clinical leaders to identify, 

track, and address disparities in care.  

The second strategy is to set high, fair, quality standards for all beneficiaries. ²ƘŜǘƘŜǊ ǘƘŜ άŦŀƛǊŜǎǘέ 

standard adjusts for social risk will depend on the type of measure and how the considerations outlined 

earlier apply to that particular measure. Achieving this second goal also requires studying all measures to 

determine whether accounting for frailty, medical complexity, functional status, or other factors might 

improve their ability to fairly and accurately assess provider performance. 

The third strategyτrewarding and supporting better outcomesτstems from the recognition that meeting 

quality standards, particularly for outcome measures, may be harder for beneficiaries with social risk 

factors, who face specific challenges to achieving good health outcomes. 
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